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PREFACE

My experience with diseases of the eye, while in general practice, and the

tedious task of sifting out of the larger text-books the diagnostic symptoms of

the different eye diseases, have contributed or led to the compiling of these

tables. They are designed more especially for the active practitioner, who
does not claim to be an ophthalmologist, or even well posted on diseases of

the eye.

Under each disease or condition given will be found the different diseases

or conditions with which it is liable to be confounded. Occasionally different

varieties of a disease may blend so that a differential diagnosis would be impos
sible, as neither type could be excluded. Not infrequently two diseases are

associated. Usually the symptoms of a disease are all given in its first table, but
are not all given in the following tables ; they are given with special reference

to making the differential diagnosis of the disease found in the opposite
column : in other words, the symptoms are given as they are liable to occur

when two diseases would be confounded. The diagnostic symptoms being
in small capitals are seen at a glance.

Technical terms could not be altogether discarded, as many of them are in

general use : as a rule they are all given, but have been relegated to a secondary

place.
I am fully aware of the fact, that the nomenclature can be criticised, but I

have tried to keep in mind the original idea,
—

simplicity. The treatment given
is not always the latest fads, but what is considered the most reliable.

For the technique of operations, I would refer the reader to some of the

most complete works on ophthalmology.

A. E. A.

Newburgh, N. Y.

August, 1894.
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DIFFERENTIAL DIAGNOSIS OF DISEASES OF

THE EYE.

Dilatation of Pupil.

(Mydriasis)

Mydriasis may be due to :

I. Ingestion of certain drugs, bella

donna, ergot, etc.

2. Traumatism with rupture of the

sphincter iridis.

3. Intra-ocular pressure.

4. Complete atrophy of the optic
nerve.

5. Paralysis of the third nerve.

6. Apoplexia in the later stages.

7. Irritation of the cervical meninges
or posterior columns of the cord.

8. Irritation of the cervical sympa

thetic.

9. Anaemia (rare).
10. Reflex intestinal irritation.

11. Reflex uterine irritation.

12. Acute mania.

13. Melancholia.

14. Progressive paralysis of the insane.

Drugs which causemydriatic action

if instilled in eye :

Hyoscine. Gelsemine.

Atropine. Homatropine.
Duboisine. Cocaine.

Daturine. Scopolamine.

Contraction of Pupil.

(Myosis).

M vosis may be due to :

I. Ingestion of certain drugs, as

opium, alcohol.

2. Convergence and accommodation.

3. Evacuation of the aqueous.

4. Irritation of retina by light.

5. Irritation of brain and meninges.
6. Apoplexia in early stages.

7. Injuries, pressure or degeneration
of the post. col. of the spinal
cord (cervical portion).

8. Paralysis of cervical sympathetic.

9. Plethora (rare).
10. Irritation of the cornea.

11. Irritation of the iris.

12. Hysterical or epileptic convulsion

(early stage).

13. Nicotine in tobacco amblyopia.

14. Long-continued accommodation.

Drugs which cause myotic action

if instilled in eye :

Eserine.

Physostigmine.

Pilocarpine.
Muscarine.



CONJUNCTIVITIS.

May be confounded with Iritis, Sub-acute Glaucoma.

Simple Catarrhal Conjunctivitis

(Catarrhal Ophthalmia).

i. Lids may or may not swell.

2. A dread or intolerance of light

(photophobia), in some cases.

3. Lachrymation often profuse, may
be slight in mild or chronic

cases.

4. Sensation of itching or burning, or

as of a foreign body in eye.

5. Discharge sticky (catarrhal)
and usually mixed with a quan

tity of tears.

6. Ocular conjunctiva injected, its

vascular network is more prom

inent, while the palpebral con

junctiva is red and thickened,
and at times has the

"

velvety

appearance."
There is usually moderate oedema

of the conjunctiva (chemosis) in
all cases, while in some the

cedema may be considerable and

the injection slight.

7. Lids stick together in the

morning.

8. Cornea not affected.

Purulent Conjunctivitis

(Blennorrhcea).

1. Swelling of lids.

2. Photophobia considerable.

3. Lachrymation usually consider

able.

4. Pain lancinating, especially if the

cornea is involved.

5. Discharge purulent, and usu

ally profuse.

6. Ocular and palpebral conjunctiva
red, withmarked cedema in most

cases.

7. Lids bathed in pus.

8. Cornea often involved.

(Continued on p. 3.)



CONJUNCTIVITIS (Continued). 3

9. Frequently epidemic, and may

be contagious ; sometimes sec

ondary, or TRAUMATIC.

10. Usually both eyes are affected.

One eye may be attacked first.

11. May terminate in a chronic con

dition (chronic conjunctivitis).

Treatment.

Cleanliness.

Ac. boric sol. (gr. xii.- § i.)

9. Always contagious with some

known cause, as in ophthal

mia neonatorum, gonor-

RHCEAL CONJUNCTIVITIS, and

DIPHTHERITIC OR CROUPOUS

conjunctivitis. If the case is

of a diphtheritic or croupous

nature, then the conjunctiva
throws out, not a purulent and

copious secretion, but a fibrin

ous exudation, and forms a

"

false membrane."

There will be a scanty purulent
secretion covering the mem

brane.

10. Attacks one eye first.

11. May terminate in ulcer of cornea

and loss of vision.

Treatment.

Cleanse thoroughly with ac. boric

sol. (gr. xv.- 1 i.) and repeat as often

as pus accumulates in the cul-de-sac.

Ice cloths on lids.

Atropine (gr. iv.- 1 i.) if cornea is

involved.

Ag. nit. (gr. x.- 1 i.).

Cover the unaffected eye with a

glass shield to protect it from con

tagion.



4
PHLYCTENULAR CONJUNCTIVITIS.

May be confounded with Iritis, Episcleritis.

Phlyctenular Conjunctivitis.

i . Lids do not swell.

2. A dread or intolerance of light

(photophobia).

3. Sensation of itching or burning,

and often feels like foreign body

in eye.

4. Lachrymation in severe cases.

5. Secretion sticky, lids stick together
in the morning.

6. Yellow-gray elevation on a

reddened patch of coxnjunc-

tiva, resembles a small blister.

7. ACUTK TROUBLE.

8. Disappears after a few days, while

others may appear.

9. One eye affected.

10. Disease of childhood, rarely seen

in adult life.

Treatment .

Attention to hygiene and diet, espe

cially diet.

Locally :

Ac. boric sol. (gr. xii.- § i.).

Ung. hg. ox. fla. (gr. xii.— § i), in

some persistent cases.

Treat any nasal catarrh or skin dis

ease present.

Pinguecula.

1. Lids do not swell.

2. Photophobia none.

3. Sensation or pain none.

4. Lachrymation none.

5. Secretion none.

6. A SMALL YKLLOW-WHITE TUMOR

(connective tissue) IN the con

junctiva. Always near the

cornea and on the horizontal

plane.

7. Chronic trouble.

8. Does not disappear.

9. Usually both eyes affected.

10. Disease of adults.

Treatment.

None, or operation.



GRANULAR LIDS. 5

(Trachoma), (Granular Conjunctivitis), (Granular Ophthalmia).

Non-Vascular Granules. Vascular Granulations.

I. Lids not apparently thickened. i. Lids slightly thickened, look puffy.

2. Photophobia little if any.

3. Pain none.

4. Secretion sticky but scanty.

5. Palpebral conjunctiva pale yellow,

or pale pink.
6. Elevations on the conjunctiva are

the
"

sagograin
"

granules ; they

are gray-white and semi-trans

parent bodies about the size of a

small brass pin head and par

tially embedded in the pale

conjunctiva.

7. Ocular conjunctiva nearly normal

in many cases.

8. Cornea usually clear.

2. A dread or intolerance of light

(photophobia) .

3. Pain is often considerable.

4. Secretion sticky and quite

copious.

5. Palpebral conjunctiva red,
"

vel

vety appearance."
6. Elevations on conjunctiva have

a fleshy look, they may be

isolated and look like granula
tion tissue, or they may be

grouped in a cluster giving the

"

velvety appearance." This

may be so marked that when

the lid is everted there are ap

parently fissures along the edge

of the tarsal cartilage.

7. Ocular conjunctiva usually con

tains enlarged, dark-colored, and

tortuous blood-vessels, and if the

case is of long standing these

vessels extend down on the

cornea and is termedpannus.

8. In old cases cornea may be found

ulcerating, or if the ulcers have

healed, then opacities will re

main.

(Continued on p. 6.)



6 GRANULAR LIDS (Continued).

9. An acute or active condition may

be engrafted on the non-vascu

lar or chronic state and convert

it into the vascular form.

Treatment.

Squeeze out the granuleswith tracho

ma forceps ; or pick out with a sharp

pointed instrument.

9. New connective tissue is found in

the palpebral conjunctiva ; this

eventually contracts and leaves

scar tissue which rubs on the

cornea causing irritation and

blepharospasm and sometimes

entropion.

Treatment.

Glycerite of tannin applied direct

to granulations.

Cupri sulph. locally to granules.

Squeeze the granulationswith tracho

ma forceps.

Grattage.



PTERYGIUM.

May be confounded with Vascular Keratitis.

Pterygium.

I. Duration years.

2. Vision normal, or at least good.

3. Pain none.

4. Bright light does not, but cold

winds may cause a little irrita

tion of eyes.

5. Palpebral conjunctiva normal.

6. Blood-vessels in conjunctiva are

fine and straight, and with con

nective tissue forms A triangu

lar MASS WITH ITS BASE

TOWARD THE NOSE AND ITS

APEX RESTING ON THE CORNEA.

Treatment.

Operation for removal.

Amyloid Degeneration of the Con

junctiva.

NOT CONFOUNDED.

I. Light yellow mass or masses

usually in the palbebral con

junctiva.
2. Slow development.

Treatment.

None.

Ecchymosis of the Conjunctiva.

NOT CONKOUNDED.

1. Extravasated blood between the

conjunctiva and sclera.

Treatment.

None.

Vascular Keratitis.

1. Duration months.

2. Vision poor.

3. Pain may or may not be severe.

4. Bright light causes irritation and

lachrymation of the eyes.

5. Palpebral conjunctiva usually
TRACHOMATOUS OR CICATRIZED.

6. Blood-vessels are large, dark-

colored, and tortuous ; they

EXTEND FROM BENEATH THE

UPPER LID, DOWN ON THE

UPPER PART OF THE CORNEA.

•Not infrequently ulcerative kera

titis complicates.

Sarcoma of the Conjunctiva.

NOT CONFOUNDED.

1 . May be either a white or pigmented

growth, and frequently returns

after removal.

2. Rapid development.

Treatment.

Operation for the complete removal

of the tumor.

Xerosis.

NOT CONFOUNDED.

I. Conjunctiva is apparently dry, and

has lost much of its usual lustre.

Treatment.

No known cure.



SCLERITIS.

May be confounded

Scleritis.

i. A general congestion of the

MORE SUPERFICIAL VESSELS OF

the sclera or portions of it.

2. A semi-chronic inflammation which

rarely develops into an acute

trouble.

3. Little or no elevation.

Treatment.

Mixed treatment.

Rest.

with Episcleritis.

Episcleritis.

1. Localized swelling or inflam

mation OF THE EPISCLERAL

tissue which soon affects the

sclera proper.

2. Color dark red or pink ; the old

patches have a purple or lead

color.

3. Conjunctiva and sub-conjunctival
tissues are thickened which

makes THE PATCH SOMEWHAT

ELEVATED.

EPISCLERITIS.

May be confounded with Scleritis, I

Episcleritis.

1. Light does not irritate the eye.

2. Pain none.

3. Secretion none.

4. Circumscribed congestion of a

slightly elevated patch of

conjunctiva and episcleral

TISSUE.

5. NO TENDENCY TO SUPPURATE.

6. Chronic disease.

Treatment.

Anti gouty.

Mixed treatment, salicylate of soda,

tonics, atropine, rest.

ritis, Phlyctenular Conjunctivitis.

Phlyctenular Conjunctivitis.

1. Light may irritate the eye.

2. Sensation, burning or itching.
3. Secretion sticky (slight).
4. Yellow gray elevation on a

reddened patch of conjunc

TIVA.

5. Tendency to form a minute ab

scess on elevation ; this ruptures
and a small ulce» results

(phlyctenular ulcer).
6. Acute disease.



ABRASION OF THE CORNEA. 9

May be confounded with Abscess of the Cornea, Phlyctenular Keratitis.

Abrasion of the Cornea.

i . Pain usually severe.

2. A dread or intolerance of light

(photophobia), with profuse flow

of tears (lachrymation) ,
and

there may be spasm of the

orbicularis muscle (blepharo

spasm).

3. Whole conjunctiva may be con

gested.

4. Corneal haziness due to loss

of corneal epithelium (super

ficial).

5. Corneal opacity due to suppura

tion and pus on the corneal

abrasion ; yellow-gray color.

6. Abrasion clean-cut, circum

scribed.

7. Corneal surface not smooth, and

in the abrasion the lustre is lost.

8. No iritis.

9. No complications in early stages.

10. History of traumatism.

Treatment.

Absolute rest with eye lightly

bandaged.

Atropine (gr. ii.- § i.) q. 4 h.

Oils (olive or castor) instilled freely.

Cocaine may be instilled to relieve

severe pain.

Abscess of the Cornea.

1. Pain moderate, or none at all.

2. Light usually fairly well borne

with little or no lachrymation
and no blepharospasm.

3. Circum-corneal injection, may be

little or none.

4. Corneal haziness due to in

filtration between the

layers of the cornea (deep).

5. Corneal opacity due to pus be

tween the layers of the cornea ;

yellow-gray color.

6. Edges of abscess not so well

defined.

7. Corneal surface smooth ; lustre

may be lost over the abscess.

8. Iritis often complicates.

9. Hypopyon, ulcer of cornea,

cyclitis, etc., may complicate.
10. May be the result of trauma

tism.



10 PHLYCTENULAR KERATITIS.

May be confounded with Abrasion of Cornea, Interstitial Keratitis,

Opacity of the Cornea.

Phlyctenular Keratitis.

i. Vision may be but little impaired.
2. Pain always severe.

3. A dread or intolerance of light

(photophobia), with profu-:e flow

of tears (lachrymation), and

spasm of the orbicularis muscle

(blepharospasm) .

4. Phlyctenular conjunctivitis fre

quently associated.

5. Corneal opacity elevated.

6. Corneal opacity gray, or yellow-

gray.

7. Corneal opacity always small and

oval.

8. No history of traumatism.

9. Duration may be days.
10. Children's disease.

11. Terminates in loss of substance

(minute ulcer), which may or

may not leave a permanent

opacity of the cornea.

One, two or three blood-vessels

may extend to the
"

phlyctenular
ulcer" (fascicular keratitis).

Treatment.

Attention to hygiene and diet, especially
diet.

Treat any nasal catarrh present.

Locally :

Ac. boric, sol. (gr. xii- 1 i.).

Atropine (gr. h\- § i.).

Ung. hg. ox. fla. (gr. xii.- I i.).

Abrasion of the Cornea.

1. Vision may be but little impaired.
2. Pain always severe.

3. Photophobia, lachrymation, and

blepharospasm, all in a marked

degree.

4. Conjunctival injection.

5. Corneal opacity depressed.

6. Irregular opacity gray and lustre

less from loss of epithelium.

7. Corneal opacity any size, long, or

irregular.
8. History of recent trauma

tism.

9. Duration usually hours.

:o. Any age.

1. Terminates in epithelium being
rapidly restored ; or the forma

tion of pus and ulceration on the

site of the abrasion.



PHLYCTENULAR KERATITIS (Continued). ii

Phlyctenular Keratitis.

I. Vision may be but little impaired,

depends on site of phlyctenule.
2. Pain always severe.

3. A dread or intolerance of

light with profuse flow of

TEARS.

4. Phlyctenular conjunctivitis fre

quently associated.

5. Corneal opacity elevated.

6. Corneal opacity yellow or gray.

7. Corneal opacities always small.

8. Blood-vessels may extend to

phlyctenule in later stages, or,

after it ruptures and becomes a

small ulcer.

9. Duration few days.
10. Disease of children.

Herpes of the Cornea.

1. Rare.

2. Usually adults.

3. Associated with herpes of the

face.

4. Ulceration deeper than phlycten
ular ulceration.

Conical Cornea (Kerato-conus).

1. Not infrequent.

2. Acquired.

3. Viewed transversely cornea alone

is seen to be conical.

4. Ant. chamber deep.

5. Iris normal.

6. Vision poor.

7. Cornea clear.

Opacity of the Cornea.

1. Vision depends on size and loca

tion of the opacity.
2. Pain none.

3. Light does not affect the

eye.

4. No conjunctivitis.

5. Corneal opacity smooth.

6. Corneal opacity gray or white.

7. Corneal opacities may be any

size.

8. No blood-vessels on or in the

cornea.

9. Duration weeks or months.

10. Any age.

Keratitis Bullosa.

1. Rare.

2. Usually adults.

3. Associated with some deep inflam

mation.

4. Appears as blebs large or small,

and may terminate in ulceration.

Hydrophthalmia (Kerato-globus)

(Buphthalmus).
1. Rare.

2. Congenital (usually).

3. Whole cornea and adjacent sclerot

ic is bulging.

4. Ant. chamber deep.

5. Iris tremulous.

6. Vision very poor.

7. Cornea clear, transparent.



I2 ABSCESS OF THE CORNEA.

May be confounded with Abrasion of the Cornea, Ulcer of the Cornea,

Opacity of the Cornea, Interstitial Keratitis, Hypopyon.

Abscess of the Cornea.

i. Vision may or may not be impaired.

2. Pain not usually severe ; may be

absent.

3. Bright light is liable to irritate the

eye.

4. Circum-corneal redness.

5. Corneal opacity gray with possibly
a yellow centre.

6 Edge of opacity not sharply

DEFINED.

7. Corneal surface smooth, with

loss of lustre over abscess.

(No loss of substance.)

8. Blood-vesselsmay extend to abscess.

Pus may penetrate to the anterior

chamber and gravitate to its

bottom (hypopyon), or abscess

may rupture externally and leave
an ulcer, and in a few cases it

separates the layers of the cornea
and gravitates between them

(onyx).

Treatment. .

Attention to the general health,
Hot fomentation for a few moments

several times a day.

Atropine.
If abscess is large and increasing in

size, an incision may be indicated.

Ulcer of the Cornea.

1. Vision may or may not be im

paired.
2. Pain usually severe ; may be

absent.

3. Bright light usually irritates the

eye.

4. Circum-corneal redness.

5. Corneal opacity, a yellow-gray de

pression in cornea.

6. Edge of ulcer clean-cut or

undermined.

7. Corneal surface excavated

(loss of substance) with sharp-
cut or undermined edges and

loss of lustre.

8. Blood-vessels, one or two, usually

penetrate to ulcer after a few

days.



HYPOPYON. 13

May be confounded with Abscess of

Hypopyon.

1. Vision impaired if hypopyon is

large.
2. Pain of hypopyon, per se, slight or

none.

3. Light may be fairly well borne.

4. Circum-corneal injection due to

other causes.

5. Opacity due to pus in anterior

chamber, one yellow mass

at its lowest part.

6. Opacity always below and

assumes the form of the

lowest portion of the ant.

chamber. If the hypopyon is

sufficiently fluid its uppermargin
is flat or horizontal and IT may

CHANGE ITS POSITION BY AS

SUMING THE RECUMBENT POS

TURE, OR CHANGING THE POSI

TION OF THE HEAD.

7. Opacity yellow, circumscribed.

8. Always a result of some other dis

ease, as abscess of the cornea,

iritis, etc.

Treatment.

If pus is not absorbed in a reason

able length of time, open the lowest

portion of ant. chamber and evacuate

it.

Cornea, Interstitial Keratitis.

Abscess of Cornea.

1. Vision depends on site of abscess.

2. Pain usually slight.

3. Light may be well borne.

4. Circum-corneal injection may be

slight.

5. Corneal opacity due to pus be

tween THE LAYERS OR IN THE

substance of the cornea.

6. Opacity may be in any portion

OF the cornea, and may as

sume ANY FORM, BUT IT DOES

NOT CHANGE ITS POSITION.

7. Opacity yellow centre, gray edges,
and not always well defined.

8. Complication following a poor

general condition, injuries, etc.



14 ULCER OF CORNEA.

May be confounded with Abscess of Cornea, Opacity of Cornea, Inter

stitial Keratitis.

Sloughing Ulcer of Cornea.

i. Vision may not be impaired unless

ulcer involves centre of cornea.

2. Pain severe, often referred to brow

and temple ; may be absent.

3. A dread or intolerance of light

(photophobia) in most cases.

4. Circum-corneal redness, cedema of

conjunctiva (chemosis), and

swelling of lids in severe cases.

5. Corneal lustre lost in and around

the excavated ulcer.

6. Corneal opacity is a yellow-gray.
7. Ulcer is depressed or ex

cavated, often covers con

siderable surface, and is

shallow. Tendency to

spread or creep along the

surface or around the edge

of cornea, often called
"

ser

piginous" or
"

creeping ulcer."

8. Edges are usually undermined.
-v.

(Continued

Perforating Ulcer of Cornea.

1. Vision usually impaired, as ulcer is

usually central.

2. Pain often severe ; may be absent.

3. A dread or intolerance of light in

most cases.

4. Little if any circum-corneal red

ness.

5. Corneal lustre lost at edge of ulcer.

6. Corneal opacity is gray.

7. Ulcer is deep and of small

AREA.

Tendency to ulcerate deeper,

and not infrequently in

spite of all treatment it

perforates to the anterior

CHAMBER CAUSING "fistula of
the cornea."

At other times it is arrested when

it has reached Descemet's mem

brane, and intra-ocular pressure

may push the membrane for

ward through the opening

(hernia cornea) or (keratocele) .

8. Edges sharp, clean-cut, as if

punched out.

on p. 15.)



ULCER OF CORNEA. 15

9. The whole cornea may ulcerate

and hypopyon, iritis, irido

cyclitis, panophthalmitis, and

phthisis bulbi follow.

Treatment.

Attention to the general health.

Ac. boric, sol. (gr. xii.— § i.), or

Hg-bi-chlor. spray (1-5000) q. 3 h.

Curetting and then rubbing with

ung. hg. ox. fla. (gr. xvi.-^i.).
Actual cautery. Atropine in some

cases.

Cornea may be perforated, ant.

chamber empties, iris comes in

contactwith cornea and becomes

attached to it at the site of ulcer

(anterior synechias)'.

Indolent or Chronic Ulcer of the

Cornea.

1. Vision not impaired if ulcer is

near margin of cornea.

2. Pain slight or none.

3. Light may be well borne.

4. Circum-corneal redness.

5. a yellow-gray depression in

cornea (loss of substance).

6. Corneal lustre lost in and around

the depressed ulcer.

7. Blood-vessels may extend to

ulcer.

8. May have had previous eye

trouble.

9. Duration may have been days or

weeks.

10. If ulcer covered considerable area,

intra-ocular pressure may cause

the weakened cornea to bulge
forward (corneal staphyloma).

Opacity of the Cornea.

I. Vision not impaired if opacity is

not central.

2. Pain none.

3. Light does not irritate the eye.

4. Sclerotic clear, white.

5. Cornea smooth, shining

white, or gray.

6. Corneal lustre not usually broken.

7. NO BLOOD-VESSELS SEEN ON OR

IN THE CORNEA.

8. History of previous eye disease.

9. Duration months or years.

10. Opacity crowns corneal staphy
loma.
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Neuroparalytic Keratitis.

I. Associated with paralysis of the

fifth nerve.

2. Usually begins in true corneal

tissue, and sloughing follows.

3. Anaesthesia of the cornea is also

noted in a form of keratitis

associated with malaria (mala
rial keratitis).

Kerato-Malacia.

1. Associated with or follows ex

hausting disease.

2. Begins as an infiltration, and is

followed by sloughing.

INTERSTITIAL KERATITIS, (Parenchymatous Keratitis), (Diffuse

Keratitis).

May be confounded with Iritis, Serous Iritis, Acute Glaucoma, Vascular

Keratitis, Punctate Keratitis, Phlyctenular Keratitis, Ulcer

of Cornea, Opacity of Cornea, Abscess of Cornea, Hypopyon.

Interstitial Keratitis.

1. Vision impaired.

2. Pain may or may not be severe,

but increases as the cornea is

involved.

3. A dread or intolerance of light

(photophobia), with a flow of

tears (lachrymation), and spasm
of the eyelids (blepharospasm).

4. Circum-corneal injection.

5. Conjunctivitis none.

Phlyctenular Keratitis.

1. Vision depends on site of phlyc

tenule.

2. Pain always severe.

3. Bright light causes photophobia,

lachrymation, and blepharopasm.

4. Circum-corneal injection.

5. Phlyctenular conjunctivitis

quently associated.

fre-

(Continued on p. 17.)
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6. Corneal haziness due to dif

fuse points or specks in

corneal substance.

7. Corneal opacity due to points

or specks of infiltration in

the corneal substance,

these coalesce and form

the "ground-glass appearance."
8. Corneal surface smooth but

lustreless.

9. Corneal surface above (and some

times below) is often a mottled

red color (salmon patch), DUE

TO NUMEROUS FINE BLOOD

VESSELS EXTENDING INTO THE

SUBSTANCE OF THE CORNEA.

10. Iritis occasionally complicates.
11. Fundus seen imperfectly or not at

all.

12. Corneal opacity often obstructs

all red reflex as seen with the

ophthalmoscope.

13. Usually affects both eyes, one

preceding the other.

14. Hereditary syphilis.

15. Peg or notched teeth.

Treatment.

Atropine and blue glasses.
Mixed treatment, or hg. oleat. rub

bed under arms.

Tonics.

6. Cornea clear except at phlyc

tenules.

7. Corneal opacity limited to

the one or more small spots.

8. Phylctenules elevated, lus

tre OF the surrounding

cornea retained.

9. Blood-vessels may extend to

the phlyctenules ; they are

always more superficial and

LARGER.

10. Iritis none.

11. Fundus seen perfectly if phlyc
tenule is not central.

12. Corneal opacity never completely
obstructs red reflex.

13. May affect both eyes.

14. No syphilitic history.

15. Teeth regular.
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Interstitial Keratitis.

i. Vision impaired.
2. Pain increases as the cornea is

involved.

3. Photophobia, lachrymation, and

blepharospasm.

4. Circum-corneal injection.

5. Conjunctivitis none.

6. Corneal haziness due to points or

specks in corneal substance.

7. Corneal opacity has the

"

ground-glass
"

appearance

and in it are seen points or

specks where the opacity is

more dense.

8. Corneal opacity diffuse.

9. Corneal surface smooth but lustre

less.

10. Corneal opacity white or

GRAY.

11. Numerous fine blood-vessels

may penetrate corneal sub

STANCE.

12. Iritis occasionally complicates.

13. Fundus seen imperfectly or not at

all.

14. Corneal opacity obstructs the red

reflex.

15. Usually attacks both eyes, one eye

affected first.

16. Hereditary syphilis.

17. Peg or notched teeth.

18. No history of traumatism.

Abscess of the Cornea.

1. Vision depends on site of abscess.

2. Pain usually slight.

3. Photophobia little or none.

4. Circum-corneal injection.

5. Conjunctivitis rare.

6. Corneal haziness due to infil

tration between layers of cornea.

7. Corneal opacity due to pus

between the layers of, or

in the corneal tissues.

8. Corneal opacity more circum

scribed.

9. Corneal surface smooth ; lustre

lost over the site of abscess.

10. Corneal opacity yellow-gray.

11. Isolated blood-vessels may

penetrate to the abscess.

12. Iritis frequently complicates.

13. Fundus seen through clear cornea

by the side of abscess.

14. Red reflex rarely all obstructed.

15. One eye.

16. No hereditary syphilis.

17. Teeth regular.
18. May have history of traumatism or

some disease preceding.
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Interstitial Keratitis.

1. Vision impaired.
2. Pain may or may not be severe ;

increases as the cornea is in

volved.

3. Photophobia, lachrymation, and

blepharospasm.

4. Circum-corneal injection.

5. Conjunctivitis none.

6. Corneal opacity has the

"ground-glass
"

APPEARANCE,

and in it are seen points or

specks where the opacity is

more dense.

7. Corneal surface smooth but

lustreless.

8. Corneal opacity white-gray

(infiltration).

9. Numerous fine blood-vessels

may penetrate cornea.

10. Iritis occasionally complicates.

11. Fundus seen imperfectly, if seen

at all.

12. Corneal opacity often obstructs

all red reflex.

13. Usually attacks both eyes ; one

eye affected first.

14. Hereditary syphilis.

15. Peg or notched teeth.

16. No history of traumatism.

Ulcer of the Cornea.

1 . Vision depends on site of ulcer.

2. Pain may or may not be severe.

3. Photophobia, and usually lachry
mation and blepharospasm.

4. Circum-corneal injection if ulcer

is active (acute).

5. Conjunctivitis, unless ulcer is in

dolent (chronic).
6. Corneal opacity is a distinct

patch or patches, sur

rounded by healthy clear

CORNEA.

7. Corneal surface excavated

(loss of substance) ; edges of

excavation in cornea are

clean-cut or undermined.

8. Corneal opacity yellow-gray

(pus).

9. Two or three blood-vessels

MAY PENETRATE TO THE ULCER.

10. Iritis rare.

11. Fundus seen through the healthy

cornea by the side of ulcer.

12. Red reflex seen through the

healthy cornea by the side of

ulcer.

13. One eye affected.

14. No hereditary syphilis.

15. Teeth regular.

16. May have history of traumatism.
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Interstitial Keratitis.

I. Vision impaired.

2. Pain usually severe when opacity
of cornea is well marked.

3. Photophobia, lachrymation, and

blepharospasm.

4. Circum-corneal injection.

5. Corneal opacity due to points

or specks of infiltration

in the corneal substance ;

these coalesce and form

the "ground-glass" APPEAR

ANCE.

6. Corneal opacity diffuse, and

usually the most on upper por

tion of cornea.

7. Cornea] opacity white-gray.
8. Corneal opacity does not

change its position.

9. Corneal surface smooth but

lustreless,

10.
"

Salmon patch" most frequent
ABOVE.

n. Iritis occasionally complicates.
12. Fundus seen imperfectly or not at

all.

13. Corneal opacity frequently ob

structs all red reflex.

14. Usually attacks both eyes, one

eye affected first.

15. Hereditary syphilis.

16. Peg or notched teeth.

Hypopyon.

1. Vision impaired if hypopyon is

large.
2. Pain of hypopyon per se, little or

none.

3. Hypopyon per se, causes little or

no photophobia, etc.

4. Circum-corneal injection due to

other causes.

5. Opacity due to pus in the

ant. chamber ; one yellow

mass at the lowest portion

of cornea.

6. Opacity always below and the

shape of the lowest portion of

the ant. chamber.

7. Opacity yellow.
8. Opacity may change its posi

tion by changing the posi

tion OF THE HEAD.

9. Corneal surface smooth, no

loss of lustre.

10. Opacity always below.

11. Iritis frequent.
12. Fundus may be seen perfectly.

13. Opacity does not usually obstruct

red reflex.

14. One eye.

15. May have history of traumatism

or some disease complicating.
16. Teeth regular.
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May be confounded with

Punctate Keratitis.

i. Vision impaired but little.

2. Pain none.

3- Bright light may not irritate the

eye.

4. Circum-corneal injection may be

slight.

5. Corneal opacity due to deposits

ON OR IN THE POSTERIOR LAYER

of the cornea (" Descemets

membrane ").
These deposits when seen with

the ophthalmoscope look like
FINE BLACK PEPPER SPRINKLED

ON THE CORNEA, but if seen BY

OBLIQUE LIGHT THEY APPEAR

GRAYISH WHITE.

6. Corneal surface smooth and with

NO LOSS OF LUSTRE.

7. Corneal opacity never dense, seen

most on lower part of cornea.

8. Red reflex always seen when ex

amined with the ophthalmo

scope.

9. If not due to hereditary syphilis, it

is always associated with deeper
inflammations.

Treatment.

Mixed treatment ; or,

Treat the cause.

Interstitial Keratitis.

Interstitial Keratitis.

r. Vision impaired.
2. Pain may or may not be severe.

3. A dread or intolerance of light.

4. Circum-corneal injection marked.

5. Corneal OPACITY DUE TO DIFFUSE

POINTS OR SPECKS OF INFILTRA

TION IN THE CORNEAL SUB

STANCE, and as seen by oblique

LIGHT HAVE A LIGHT GRAY

COLOR.

6. Corneal surface smooth but LUS

TRELESS.

7. Corneal opacity increases as disease

advances.

8. Red reflex obstructed, or lost by
dense opacity.

9. Hereditary syphilis.
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May be confounded with Cataract, Ulcer of Cornea, Abscess of Cornea,
Interstitial Keratitis, Phlyctenular Keratitis, Arcus Senilis.

Opacity of the Cornea.

i. Vision impaired according to size

and location of opacity.
2. Pain none.

3. Light does not affect the

eye.

4. No circum-corneal redness.

5. Corneal opacities one or more ;

if dense, usually circumscribed,

white, and glistening; and if

of considerable size is called
"

leucoma" ; if iris is adherent

to corneal opacity, it is called

"leucoma adherens." If the

opacity is thin, it appears of a

grayish color, is usually diffuse

or at least not circumscribed,
and is called a

"

nebula."

6. No blood-vessels on or in

cornea.

7. no inflammatory symptoms.

Interstitial Keratitis.

1. Vision always impaired.

2. Pain slight; increases as cor

nea IS INVOLVED.

3. A DREAD OR INTOLERANCE OF

LIGHT.

4. ClRCUM-CORNEAL INJECTION.

5. Corneal opacity of "ground-glass"
appearance and not circum

scribed.

8. Previous history of eye trouble.

9. One or both eyes.

10. No syphilitic history.
11. Teeth normal.

Treatment.

If case is recent, dust calomel on the

opacity, or use the ung. hg. ox. fla.

(gr. xii.- 1 i.).

Fine blood-vessels may pene

trate SUBSTANCE OF CORNEA.

Inflammatory symptoms soon

DEVELOP.

May ormay not have had previous
eye trouble.

Usually both eyes affected after a

time.

Hereditary syphilis.
Teeth peg or notched.
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Opacity of the Cornea.

1. Vision impaired according to the

size and location of the opacity.

2. No pain or photophobia.

3. No circum-corneal redness.

4. Corneal opacity smooth, shin

ing white ; white, or gray.

5. Corneal lustre may not be broken.

6. Duration several weeks.

7. Previous history of eye disease.

Arcus Senilis.

1. Rare before fifty years of age.

2. Opacity symmetrical in each

eye, and most dense on thk

sup. and inf. borders of cor

NEA.

3. No previous history of eye trouble.

Treatment. None.

Conical Cornea.

1. Pain and photophobia none.

2. Cornea clear.

3. Cornea is conical.

4. Ant. chamber deep.

5. Vision very poor.

6. Near-sighted, improved a little by

concave glasses.

7. No previous history of painful eye

disease.

Treatment, None.

Abscess of the Cornea.

1. Vision impaired according to the

size and location of abscess.

2. Pain and photophobia may be little

or none.

3. Circum-corneal injection may be

absent.

4. Corneal opacity dull yellow-

gray.

5. Corneal lustre lost over abscess.

6. Duration a few days.

7. No previous history of eye trouble.

Opacity of the Cornea.

1. Any age.

2. Usually one eye and not regu

lar.

3. Previous history of eye disease.

Corneal Staphyloma.

1. Pain and photophobia none.

2. Cornea opaque, opacity usual

ly covers the whole of

staphyloma if not the whole

of cornea.

3. A portion of cornea is bulging.

4. Ant. chamber deep.

5. Vision very poor or lost.

6. Vision not usually improved by

glasses.

7. Previous history of painful eye

disease.

Treatment. None, or operation.
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May be confounded with Interstitial Keratitis, Pterygium.

Vascular Keratitis.

I. Chronic trouble.

2. Vision impaired.

3. Pain may or may not be severe.

4. A dread or intolerance of light

(photophobia), with a flow of

tears (lachrymation) .

5. Lids trachomatous or cica

trized.

6. Opacity of cornea on its

upper half.

7. Blood-vessels are large, tor

tuous, and superficial ; their

color dark red, with gray inter

spaces between them.

8. Iritis none.

9. Usually affects both eyes.

10. No syphilitic history.
11. Teeth regular.

Treatment.

Blue stone.

Colored glasses.

Jequirity powder if the condition is

decidedly chronic.

Interstitial Keratitis.

1. Acute trouble.

2. Vision impaired.

3. Pain usually severe.

4. Photophobia, lachrymation, and

blepharospasm.

5. Lids normal.

6. Opacity diffuse. On any por

tion of cornea.

7. Blood - vessels are small,

straight, and deep in corneal

SUBSTANCE (salmon patch).

8. Iritis occasionally.

9. Usually attacks both eyes ; one

eye affected first.

10. Hereditary syphilis.
n. Peg or notched teeth (Hutching-

son teeth).
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May be confounded with Acute Glaucoma, Sympathetic Inflammation,

Conjunctivitis, Phlyctenular Conjunctivitis, Keratitis,

Episcleritis, Serous Iritis.

Iritis.

1. Vision impaired.
2. Pain may be absent, but is usually

severe, extending to nose, brow,

and temple.

3. Bright light usually irritates the

eye (photophobia).

4. Lachrymation profuse, with "a

cold in the nose
"

on the affected

side.

5. Secretion not sticky.

6. No elevation on conjunctiva.

7. CEdema of lids, and conjunctiva

(chemosis), not infrequent in

severe cases.

8. In some severe cases the cornea

becomes affected (kerato-iritis) .

9. Circum-corneal injection,

deep.

10. Eyeball is painful to touch.

11. Aqueous usually turbid or

"muddy."

12. pupil sluggish or stationary,

does not respond to bright

light, and is almost invari

ABLY CONTRACTED (myosis).

Phlyctenular Conjunctivitis.

1. Vision normal.

2. Pain, if any, is confined to the

eyeball.

3. Bright light rarely irritates the

eyes sufficient to cause spasm of

the orbicularis (blepharospasm).

4. Lachrymation in some cases.

5. Secretion sticky.

6. Yellow-gray elevation on a

reddened patch of conjunc

TIVA.

7. CSdema rare.

8. Phlyctenular keratitis may com

plicate.

9. NO CIRCUM-CORNEAL INJECTION.

10. Eyeball not painful to touch.

11. Aqueous clear.

12. Pupil normal and responds to

LIGHT.

(Continued on p. 26.)
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13. Iris discolored, and usually

adherent to the crystal

LINE lens (post, synechia).
The attachment may be com

plete all around the free edge
of iris (exclusion ofpupil), or

exudation may block the whole

pupil (occlusion ofpupil).

14. Tension may be increased

(T. -f-). Atropine instilled

CAUSES DILATATION OF THE

pupil (mydriasis). The dila

tation IS USUALLY IRREGULAR,

showing the adhesions between

the iris and lens (post, syne-

chiae) ; IF ANY OF THESE AD

HESIONS AR E BROKEN, A DEPOSIT

OF PIGMENT REMAINS ON THE

LENS AND MARKS THE PLACE OF

FORMER ATTACHMENT.

15. Fundus seen imperfectly.
16. Disease of adults.

If ciliary body is involved it is

called irido-cyclitis (see irido

cyclitis, page 31).
If choroid is involved it is called

irido-choroiditis (see choroiditis,

page 56-57).

Treatment.

1. Atropine (gr. ii.- | i.).
2. Absolute rest of eye.

3. Colored glasses.

4. Leech to temple to relieve pain.
5. Hot-water fomentation for 5 m. q.

2 h.

13. Iris not discolored.

14. Tension never increased.

Atropine dilates the pupil

regularly. no post. syne

CHIA.

15. Fundus seen perfectly.
16. Disease of children, rarely seen in

adults.

6. Operation of iridectomy is indicated
in a few rare cases.

fAnti syphilitic

("one half of the

cases ").
Anti rheumatic.

Anti malarial.

Constitutional

treatment.
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Iritis.

1. Vision impaired by exudation in

pupil.
2. Pain often severe, extending to

nose, brow, and temple.

3. Pain most at night.

4. Bright light irritates the eye.

5. Lachrymation usually profuse
with

"

cold in the nose" on the

affected side.

6. Secretion not sticky.

7. Odema of conjunctiva (chemosis)
not infrequent.

8. Circum-corneal injection,

deep.

9. Usually one eye affected.

10. Tension often increased.

11. Globe painful to touch, in severe

cases.

12. Pupil sluggish or stationary,

and contracted.

13. Iris discolored.

14. Aqueous
"

muddy."

15. Exudation may or may not

block the pupil.

16. Post, synechia seen in most

of the old cases.

17. Pigment deposits may be seen

ON LENS.

18. Fundus seen imperfectly or not at

all, on account of exudation in

pupil.

19. Disease of adults.

Conjunctivitis.

1. Vision may be impaired by mucus

on the cornea.

2. Pain, itching, burning, or smart

ing, and confined to eyeball.

3. Pain less at night.

4. Bright light usually irritates eyes.

5 . Lachrymation may be pronounced.

6. Secretion sticky with scales

dried on edges of lids ; or,

muco-purulent and copious.

7. Chemosis not infrequent, and in

purulent cases may be marked.

8. Whole conjunctiva red ; in

jection SUPERFICIAL.

9. Usually both eyes affected.

ro. Tension normal.

11. Globe not painful to touch.

12. Pupil normal.

13. Iris normal.

14. Aqueous normal.

15. Pupil clear.

16. Post, synechia none.

17. Crystalline lens clear.

18. Fundus may be seen imperfectly
on account of mucus on the

19.

cornea.

Disease of all ages.
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Iritis.

i. Vision impaired.
2. Pain may extend to nose, brow,

and temple,

3. Bright light irritates the

eye.

4. Lachrymation profuse, mod

erate, or possibly none.

5. Circum-corneal injection.

6. No elevation on conjunctiva.

7. Globe may be painful to touch.

8. Tension often increased.

9. Pupil sluggish or stationary

and usually contracted.

10. Iris discolored.

11. Aqueous often "muddy."

12. Exudation may or may not

block pupil.

13. Post, synechia in old cases.

14. Fundus seen imperfectly.

Episcleritis.
1. Vision normal.

2. Pain usually absent.

3. Bright light may irritate

THE EYE.

4. Lachrymation none.

5. Circumscribed sub-conjuncti-

val injection.

6. Circumscribed broad, flat

elevation of conjunctiva.

7. Globe not painful to touch.

8. Tension normal.

9. Pupil normal.

10. Iris normal.

11. Aqueous clear.

12. Pupil clear ; black.

13. Post, synechia none.

14. Fundus seen perfectly.
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Iritis.

i. Vision impaired.
2. Pain may or may not be severe ;

may extend to nose, brow, and

temple.

3. Pain most at night.

4. Bright light irritates the eye.

5. Lachrymation profuse.

6. CEdema of lids and conjunctiva
not infrequent in severe cases.

7. Circum-corneal injection.
8. Usually one eye affected.

9. Globe painful to touch.

10. Tension often increased.

11. Pupil sluggish or stationary,

and contracted.

12. Iris discolored.

13. Aqueous
"

muddy."

14. Exudation blocking pupil in

many cases.

15. Post, synechia.

16. Pigment, the remains of old

synechia are often seen on

LENS.

17. Fundus seen imperfectly on ac

count of exudation in pupil.

18. Cornea clear.

ig. Disease of adults.

Keratitis.

1. Vision impaired.
2. Pain usually severe but confined

to the eyeball.

3. Pain less at night.

4. Bright light irritates the eye.

5. Lachrymation profuse.

6. OZdema of lids and conjunctiva
not infrequent.

7. Circum-corneal injection.
8. Usually one eye affected first.

g. Globe not painful to touch.

10. Tension normal.

11. Pupil normal.

12. Iris normal.

13. Aqueous clear.

14. Pupil clear and black.

15. No Post, synechia.

16. Crystalline lens clear.

17. Fundus seen imperfectly on ac

count of changes in the cornea.

18. Cornea changed according to

the form of keratitis.

ig. Diseases of all ages.
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May be confounded with Plastic Iritis, Interstitial Keratitis.

Serous Iritis.

I. Vision impaired.
2. Pain often severe.

3. Bright light irritates the eye

(photophobia).

4. CEdema of conjunctiva (chemosis)
and lids in severe cases.

5. Circum-corneal injection.
6. Pupil sluggish or dilated.

7. Points or dots of opacity on

DESCEMET'S MEMBRANE (Desce-

mitis).

8. Iris discolored little if any.

g. May have slightly
"

muddy
"

aqueous.

ro. Ant. chamber deep.

11. Little or no exudation in pupil.
12. Post, synechia; rare.

13. Inflammation of ciliary body or

choroid or both.

14. Tenderness on pressure.

15. Result of rheumatism, gout, syph

ilis, orsympathetic inflammation.

Treatment. Local and constitutional.

Atropine cautiously.
Hot fomentations.

Treat vigorously any constitutional

trouble ; or enucleate an irritating
eye.

Plastic Iritis.

1. Vision impaired.
2. Pain usually severe extending to

nose, brow, and temple.

3. Bright light irritates the eye.

4- CEdema of conjunctiva and lids not

infrequent.
Circum-corneal injection.
Pupil sluggish and con

tracted.

Cornea clear.

8. Iris discolored.

g. Aqueous
"

muddy."

10. Ant. chamber of normal

depth.

11. Exudation usually blocks pupil.
12. Post, synechia? common.

13. Ciliary body may be involved

(irido-cyclilis) .

14. May have some tenderness on

pressure.

15. May be specific, rheumatic, or

gonorrhceal.
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Serous Iritis.

1. Vision impaired.
2. Pain often severe.

13

Interstitial Keratitis.

1. Vision impaired.
2. Pain usually severe, but possibly

little or no pain in early stages.

3. Bright light irritates the eye.3. Bright light irritates the eye.

4. CEdema of conjunctiva and 4. CEdema of lids none

lids in severe cases.

5. Circum-corneal injection.
6. Corneal lustre normal.

7. Points or dots of opacity on Des

cemet's membrane (Descemilis)

9-

Iris discolored little if any.

Aqueous may be slightly
"

muddy."
10. Fundus seen perfectly in many

cases.

11. Descemitis never dense

enough to obstruct red

reflex.

12. Inflammation of ciliary body or

choroid, one or both.

Syphilis (acquired), rheumatism,

or sympathetic inflammation.

5. Circum-corneal injection.
6. Corneal lustre lost.

7. Corneal haziness due to points or

specks in corneal substance ;

these coalesce and form the

"ground-glass
"

appearance.

8. Iris not discolored.

g. Aqueous clear.

10. Fundus seen imperfectly or not at

all.

11. Corneal opacity may obstruct

red reflex.

12. Iritis and cyclitis may complicate.

13. Hereditary syphilis.

IRIDO-CYCLITIS.

May be confounded with Acute Glaucoma.

Irido-Cyclitis.

1. Vision impaired rapidly over the

Acute Glaucoma.

whole field.

Pain may not be severe for the

first few days, but later it is

severe and is referred to the

EYEBALL, BROW, AND TEMPLE.

A dread or intolerance of light 3. Photophobia.

(photophobia).

(Continued on p. 32.)

Vision impaired rapidly, especially
on the nasal side of field.

Pain is severe and extends to

THE TEMPLE AND SIDE OF THE

HEAD, OFTEN CAUSING NAUSEA.
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4. Lachrymation profuse.

5. NO COLORED RINGS OR HALO

ROUND ARTIFICIAL LIGHTS.

6. Inability to do close work, de

velops as disease increases (fail

ure of accommodation).

7. OZdema of lids and conjunctiva.

8. Circum-corneal injection.

9. Tenderness on pressure over

ciliary region, may be con

fined to one spot.

10. Cornea may be hazy (Descemitis).

11. Aqueous
"

muddy."
12. Anterior chamber deep.

13. Pupil usually contracted and

adherent to crystalline lens

(post, synechia:) by exudation.

14. Iris infiltrated and dis

colored.

15. May have hypopyon.
16. Vitreous may be hazy.

17. Fundus not well seen on account

of exudation in pupil and hazy

vitreous ; choroiditis may com-
.

plicate.
i8.»Tension may be -)- or

—

.

19. Any age.

Glaucomatous symptoms may de

velop at any moment.

Treatment.

Atropine.
Absolute rest.

Hot-water fomentation for 5 m. q.

2. h.

Leech to temple to relieve pain.

4. Lachrymation when light irritates

the eye.

5. Colored rings or halo round

artificial lights.

6. Failure of accommodation.

7. (Edema of lids and conjunctiva.

8. Circum-corneal injection.

g. No tenderness in ciliary

region.

10. Cornea dim, in some cases.

11. Aqueous may be turbid.

12. Anterior chamber shallow.

13. Pupil dilated if case is at all

severe.

14. Iris not discolored.

15. No hypopyon.
16. Vitreous may be hazy.

17. Fundus not always well seen on

account of hazy lens, but if seen

will show the characteristic

cupping of disc ; see page (72).
18. Tension -|-.

ig. Age over 40



DISEASES OF

Gumma of Iris.

I. A circumscribed deposit or eleva

tion on iris.

2. Color varies from yellow to

DARK RED.

3. Symptoms of iritis.

4. History of syphilis.

5. Responds to treatment.

6. Not uncommon.

Treatment.

Mixed treatment.

Hydrarg. oleat. rubbed in axilla at

night.

COLOBOMA

Coloboma of Iris.

1. Pupil irregular and extending to

edge of cornea on one side.

2. Usually associated with colo

boma of choroid.

3. No previous history of an

operation to remove a por

tion of the iris.

Treatment.

None.

IRIS (Continued). 33

Miliary Tubercle of Iris.

1. A small elevation on iris.

2. Color grayish red.

3. Symptoms of iritis.

4. History of tubercle of lungs

or meninges.

5. Does not respond to treat

ment.

6. Very rare.

Treatment.

Treat the general condition.

OF IRIS.

Iridectomy.

1. Pupil irregular and extending to

edge of cornea on one side.

2. No coloboma of choroid.

3. History of previous operation

to remove a portion of iris.

Treatment.

None.
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May be confounded with Opacity

Nuclear Cataract.

i. Vision better in twilight.

2. Vision impaired in the earliest

STAGES.

3. Vision gradually failing.

4. One central opacity (diffuse),
without well defined edges.

5. Color by oblique light is white, or

light gray.
6. Color if examined with ophthal

moscope is dark gray, or grayish
white.

Treatment.

Operation for extraction when cat

aract is "ripe."

Anterior Polar Cataract (Pyram
idal cat.).

1. Vision impaired.
2. Oval or circular opacity on

the anterior surface of

lens.

3. Color milk white or grayish white

if seen by oblique light.

4. Ophthalmoscope shows dark opacity
instead of white.

Not infrequently opacity is of

aconical form, "pyramidal."

Treatment.

None.

the Cornea, Detached Retina.

Cortical Cataract.

1. Vision nop affected by light.

2. Vision unimpaired in the ear

liest STAGES.

3. Vision fails rapidly in later stages.

4. Opacities seen first at periph

ery of THE lens, and as it

advances well defined lines

PROJECT TOWARD ITS CENTRE.

5. Color by oblique light is white.

6. Color if examined with the ophthal

moscope: the lines appear almost

black as seen against the red

reflex from the retina.

Posterior Polar Cataract.

1. Vision impaired.
2. Small ROUND OR STAR-SHAPED

OPACITY ON POSTERIOR SURFACE

OF LENS.

3. Color gray or bluish white, not

USUALLY WELL SEEN BY OBLIQUE

LIGHT.

4. Ophthalmoscope shows dark opacity
instead of white.

Treatment.

None.
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Cataract.

I. Vision impaired.
2. Vision gradually failing.

3. No previous history of eye

DISEASE.

4. Oblique light shows clear cor

nea.

5. Oblique light shows clear aqueous

in front of opacity.
6. Opacity does not cover any

portion of the iris.

Ophthalmoscopic examination :

7. Opacity may partially or

wholly disappear behind the

edge of iris when the eye is

ROTATED.

Soft Cataract.

Age under 30.

Usually whole lens is opaque.

Pupil appears gray.
With oblique light the opacity is

milky, or bluish white, and may

have a flocculent appearance.

Treatment.

Operation of "discission," by pass

ing a knife needle through the cornea

and rupturing the ant. capsule.

Opacity of the Cornea.

1 . Vision may ormay not be impaired .

2. Vision not failing.

3. Previous history of painful

eye disease.

4. Oblique light shows white or

gray opacity on the cornea.

5. Oblique light shows clear aqueous
behind opacity.

6. Opacity covers a portion of the

IRIS.

Ophthalmoscopic examination :

7. Opacity does not disappear

when the eye is rotated.

Traumatic Cataract.

History of injury.

Opacity of a portion, or the whole

lens.

Soft lens mattermay exude from the

wound in the capsule, and drops
down in anterior chamber, if

any of it rests against the iris it

may, or usually does cause iritis.
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May be Congenital (Ectopia Lentis), Acquired (by disease), or Traumatic.

Complete Dislocation into Vitre

ous (aphakia).

I. Vision impaired.

2. Accommodation lost.

3. Anterior chamber deep.

4. Iris tremulous (iridodonesis).

5. If lens is sufficiently opaque it MAY

be seen by oblique light.
Ophthalmoscopic examination :

6. If lens is not opaque it may be

seen and has the appearance of

a
"

drop of oil
"

or a
"

bubble
"

in the vitreous.

7. If lens is opaque it looks light, or

dark gray, according to the

amount of opacity ; if the eye is

turned quickly it may float up

and down in the vitreous, or it

may be adherent by exudation

to some portion of the fundus

and its movements restricted ;

its freedom of movement usually

indicates the fluidity of the

vitreous ; other floating opaci
ties are usually seen.

(Continued

Partial Dislocation.

1. Vision impaired, especially one

portion of the field.

2. Accommodation impaired.
3. Anterior chamber deep on one side,

while the iris may be pushed
toward cornea on the opposite
side.

4. Iris may be tremulous on one side.

5. If lens is opaque it is seen by

oblique light.
Ophthalmoscopic examination :

6. If lens is not opaque one edge

MAY BE SEEN ; IT HAS THE AP

PEARANCE OF A DARK CURVED

LINE AND IS NEVER SEEN IN A

NORMAL EYE.

7. If lens is opaque it looks light or

dark gray, according to the

amount of opacity. Sometimes

it is seen to move when the eye

is turned quickly. Not infre

quently the crystalline lens is

tilted on its axis (it could not

be termed a dislocation), and

causes a lenticular astigmatism.

on p. 37).
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Complete Dislocation into An

terior Chamber.

I. Vision impaired.
2. Accommodation lost.

3. Anterior chamber deep.

4. Iris may be normal, but it is usually
irritated by the foreign body in

the ant. chamber.

5. Pupil contracted.

6. If lens is not opaque it gives the

appearance of a "drop of oil
"

or a "bubble" in the anterior

chamber.

7. If opaque it appears gray or almost

white, and is seen without the

aid of instruments.

8. Iritis usually complicates.

g. It has been confounded with hy

popyon.

Treatment.

Lens in the vitreous or anterior

chamber should be extracted if it is

causing irritation.

A partial dislocation of lens should

not be disturbed.
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i. Specks apparently floating before the eyes.

2. No other symptoms.

3. No ophthalmoscopic appearances to indicate trouble.

4. Not a pathological condition.

5. Never causes any serious trouble.

OPACITIES IN THE VITREOUS.

May be confounded with Cholesterine Crystals, Cataract.

Small Floating Opacities.

1 . Specks or shreds apparently floating
before the eyes.

2. Sight impaired by specks, or opaci
ties getting in the line of vision.

Ophthalmoscopic appearances :

3. One or many black specks or

shreds floating in the vit

reous. Not infrequently the

opacities are so fine that it is

difficult to see them individually,
but collectively they cause a hazy
vitreous. If the inflammation

(hyalitis) is sufficient it causes a

fluid vitreous (synchisis).

4. Choroiditis is usually associated.

5. Most cases are myopic.

Treatment.

Mixed treatment.

Cholesterine Crystals.

1. In certain lights and conditions a

"shower of sparks" may ap

parently float before the eyes.

2. Sight impaired in most of the cases.

Ophthalmoscopic appearances :

3. A comparatively clear vitreous and

floating in it AN innumerable

number of shining yellow

white bodies (crystalsofcholes

terine). When the eye is rotated

these crystals move about in the

vitreous and finally appear to

settle down (synchisis scintil-

lans).

4. Choroiditis may not be apparent.

5. Some cases are myopic.

Treatment.

None.
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Membranous Opacity.

i. Vision impaired.
2. Appearance of a cloud or cur

tain dropping before the

EYE.

3. "Oblique light" shows in most

cases a clear black pupil.
Ophthalmoscopic appearances :

4. A large dark gray or almost black

mass in the vitreous, or, if the

membranous opacity is sufficient

ly large and dense to reflect the

light, the opacity will appear

gray or white.

5. Opacity moves in the opposite

direction from which the

eye is rotated.

6. Opacity moves after the eye is

fixed or still, and seems to

float back into its original

position.

7. Usually a history of previous eye

trouble.

8. Age may be under 40.

Nuclear Cataract.

1. Vision impaired.
2. Vision about the same at all

times.

3. Oblique light shows a white or gray

opacity in pupil.
Ophthalmoscopic appearances :

4. A dark opacity in pupil, or, if lens

is sufficiently opaque to reflect

the light, it appears gray or

white.

5. Opacity moves in the same

direction as eye is rotated.

6. Opacity moves only when eye

is moving.

7. No previous eye trouble.

8. Age usually over 40.
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With Rupture of the Choroid.

i. Direct injury to the eyeball.

2. Vision impaired according to the

amount of hemorrhage.

3. Ophthalmoscope may be negative
on account of blood in the vitre

ous or ant. chamber or both,

and all appears dark.

Later as the blood is absorbed the

red reflex may be seen, and

finally the whole fundus ; in

THE FUNDUS WILL BE SEEN AN

IRREGULAR YELLOW - WHITE

band OR stripe (the rupture of

choroid).
The rupture is most frequent on

the temporal side and above ; it

is usually curved, with its con

cavity towards the disc, and not

infrequently black pigment is

seen adhering to its edges.

4. Vision often fairly good after the

blood is absorbed.

Treatment.

Without Rupture of the Choroid.

1. May have an injury of the

eyeball but USUALLY IT IS

THE RESULT OF CHANGES IN

THE blood-vessels and rupture

of one of them either in the

choroid or ciliary body, or pos

sibly in the retina.

2. Vision impaired according to the

amount of hemorrhage.

3. Ophthalmoscope usually shows

some red reflex, and floating
about in the vitreous may be

seen a dark or black mass of

irregular form and varying

density in its different parts.

Not infrequently permanent float

ing opacities remain as a result of

these hemorrhages.

4. Vision usually decidedly impaired
on account of changes in the

. vitreous.

Absolute rest.

Eyes bandaged.

Atropine.



PSEUDO-GLIOMA. 4i

May be confoun

Pseudo-Glioma.

(Exudation, or, circumscribed suppu
ration in the vitreous).

I. Pain none.

2. Usually over ten years old.

3. Previous history of a low-

grade inflammation of the

eye in the earlier stages.

4. Cornea clear.

5. Pupil often bulging while

the periphery of iris is re

TRACTED.

6. Post, synechise may be absent.

7. Tension diminished.

8. Oblique light or ophthalmoscope
will show a dirty yellow orwhite

mass back of pupil.

g. The media may be clear.

10. The mass may move or change

its position a little as eye

is rotated.

11. Possibly, blood-vessels may be

seen on the mass.

12. Previous history of injury or

disease affecting the head.

Treatment.

Hg. bi. chl.

Pot. iod.

i with Glioma.

Glioma.

1. Pain none. •

2. Always under ten years old.

3. no history of any inflam

matory trouble in early

STAGES.

4. Cornea clear.

5. Pupil often dilated and the

ant. chamber shallow.

6. No post, synechia?.

7. Tension increased, or normal.

8. Oblique light or ophthalmoscope
will show a yellow-white or

reddish-yellow mass behind the

pupil.

g. Media clear.

10. Tumor does not change its

position as eye is rotated.

11. Blood-vessels are always seen on

the mass.

12. No previous history.
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May be confounded with Glioma, Exudation of Retinitis, Membranous

Opacities of the Vitreous, Ripe Senile Cataract, Sarcoma of

Choroid.

Detached Retina.

I. Vision impaired or lost in one

section or area of the visual field

(scotoma). Objects may appear
distorted (metamorphopsia) .

2. Pain none.

3. External appearance of eye nor

mal.

Ophthalmoscopic appearances:

4. Optic nerve well defined.

5. Bluish-white undulating mass

WITH FINE BLOOD - VESSELS

CROSSING OVER IT J THESE

blood - vessels cannot be

TRACED DIRECTLY TO THE

disc without change of glass in

the ophthalmoscope.

6. Veins in healthy retina normal

size.

7. Detachment usually below

and not including the

MACULA.

8. Floating opacities frequently seen

in the vitreous.

9. When looking in certain direc

tions, patient often complains
of something

"

waving before

THE EYE."

10. Appears suddenly.

11. Seen by using a strong convex or

weaker concave glass than would

be used to see the remainder of

the fundus.

Exudation of Retinitis.

1. Vision impaired in certain areas

of the visual field.

2. Pain none.

3. External appearance of eye nor

mal.

Ophthalmoscopic appearances :

4. Optic nerve may be well defined.

5. Yellow-white stationary mass,

WITH NORMAL-SIZED BLOOD

VESSELS RUNNING into or

under it, these blood-vessels

CAN BE FOLLOWED DIRECTLY

to the disc without trouble or

change of glass.
6. Veins may be full.

7. Usually more than one patch

and in region of the macula.

8. Floating opacities not frequently
seen in the vitreous.

9. NO WAVY MOTION COMPLAINED

OF.

10. Appears suddenly in most

CASES.

11. Seen with the same glass as the

remainder of the fundus.
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Detached Retina.

I. Vision impaired or lost in one

section or area of the visual field

(scotoma).
2. Pain none.

3. External appearance of eye nor

mal.

Ophthalmoscopic appearances :

4. a bluish white undulating

mass with thread-like blood

vessels crossing over it ;

these cannot be traced directly
to the disc, without change of

glass in the ophthalmoscope.

5. When the eye is at rest the

detached portion does not

move unless the detachment

IS LARGE.

6. Small floating opacities are usually
seen in the vitreous.

7. Myopia with choroiditis in a

majority of the cases.

8. a portion of fundus usually

seen distinctly.

9. Vision about the same at all times.

10. Appears suddenly.

Treatment.

Recumbent position in bed.

Hypodermic injection of pilocar

pine.

Operation to remove sub-retinal

fluid.

Membranous Opacity in Vitreous.

1. Vision greatly impaired.

2. Pain none.

3. External appearance of eye nor

mal.

OPHTHALMOSCOPICAPPEARANCES :

4. A LARGE DARK GRAY, OR LIGHT

gray mass FLOATING (some
times almost stationary) IN the

vitreous. Blood-vessels may

be seen on it.

5. Membeane moves after the

eyeball is fixed or at rest,

and seems to float back

into its original position.

6. Small floating opacities are usually
seen in the vitreous.

7. Usually some of the changes

of choroiditis can be ob

SERVED.

8. NO PORTION OF THE FUNDUS

SEEN DISTINCTLY ON ACCOUNT

OF HAZY VITREOUS.

9. Vision may be fairly good for a

moment, then THE appearance

OF A CLOUD OR CURTAIN DROP

PING BEFORE THE EYE.

10. Appears gradually.
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Complete Detachment of Retina.

i. Vision nil, with history of

sudden and rapid failure of

SIGHT.

2. Pain none.

By oblique light :

3. Opacity deep behind iris, and

back from pupil.

4. Color : dull yellow-white.

A LIGHT HELD IN ANY PART OF

THE FIELD IS NOT SEEN.

Not infrequently the tension (T)
is — (soft eyeball).

Ripe Senile Cataract.

I. VISION GRADUALLY FAILING UNTIL

ONLY LARGE OBJECTS OR LIGHT

CAN BE SEEN.

2. Pain none.

By oblique light :

3. Opacity close to iris, and in

the pupil.

4. Color : gray, gray-white, bluish-

white, and very rarely dark

brown.

5. A LIGHT HELD IN ANY PART OF THE

FIELD IS LOCATED READILY.

6. Tension normal.

NEURO-RETINITIS (Neuritis Descendens).

May be confounded with Papillitis.

Neuro-Retinitis.

1. Vision varies from normal, to almost

or complete blindness, and

usually depends on exudation or

hemorrhage in the retina.

2. External appearance of eye normal.

3. Pain none.

Ophthalmoscopic appearances :

4. Optic disc more pink or red

than normal. usually

swollen, and not infre

quently its outline is

blurred or even obliterated.

Papillitis.
1. Vision may be unimpaired even

with disc swollen to the extent

of three or four D.

2. External appearance of eye normal.

3. Pain none.

Ophthalmoscopic appearances :

4. Optic disc swollen, its outline

ill-defined or lost.

In some cases swelling of the disc

may measure four orsixdioptries
or even more, and be marked

by patches or streaks of gray

exudation and small hemor

rhages (choked disc). The exu

dation and hemorrhage may be

very copious and extend even

beyond the original limits of the

disc.

(Continued on p. 45.)
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5. Retina may show marked hy

peremia with slight cedema,

or, large yellow -white

patches with ill -defined

edges, small white or glis

tening white spots or dots

of exudation,
—all, or any of

these, with small or large hem

orrhages in any portion of the

fundus, or on the disc.

6. Arteries may be small.

7. Veins usually full and tor

tuous.

8. Both eyes affected in the great

majority of cases.

Usually associatedwith renal

disease (albuminuria, diabetes),

LEAD POISONING, HIGH AND

CONTINUED FEVER, SYPHILITIC

MENINGITIS, CEREBRO - SPINAL

MENINGITIS, ETC.

Treatment.

Treat the cause.

5. Retina normal except in the

immediate vicinity of the

DISC.

6. Arteries always small.

7. Veins always full and tortu

ous.

8. Not infrequently only one eye

affected.

9. It is USUALLY THE RESULT OF

INTRA-CRANIAL DISEASE, AS

tumors, all varieties, but most

frequently syphilitic, injuries
TO the head, fracture or

ABSCESS following, AND MENIN

GITIS.

If the papillitis is monocular,

it is usual to look for the trouble

below the optic chiasm, and not

infrequently paralysis of the

third nerve or some of its

branches, or of the third and

fourth nerves, will assist in locat

ing the trouble : if due to a

tumor of the cerebrum it will

usually be located on the opposite
side from the papillitis ; and if

due to abscess on the same side.

Treatment.

Treat the cause.
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May be confounded with Disseminated Choroiditis, Central Choroiditis,

Tubercle of Choroid, Opaque Nerve-Fibres, Detached Retina,

Embolism Central Artery of the Retina, Hemorrhagic Glaucoma,

Brain Disease with Neuro-Retinitis.

Albuminuric Neuro-Retinitis.

l. Vision usually impaired.
2. Field normal.

3. Pain none.

4. External appearance of eye normal.

Ophthalmoscopic appearances :

5. Optic nerve usually more pink

or red than normal, and its

OUTLINE blurred. In other

cases it is greatly swollen, its

outline lost, and patches of exu

dation and hemorrhage cover it.

6. Veins full and tortuous if the nerve

is swollen.

7. Arteries normal size and run

through or under patches

of exudation.

8. In early stages the retina is

OFTEN HAZY IN THE REGION OF

the macula ; the granular ap

pearance is lost in many cases.

9. Exudation, if in large patches, is

usually dull white and dis

tributed irregularly about, but

most on temporal side of the

fundus.

Exudation, if in dots or

minute patches, assumes a

stellate form round the

macula ; they are usually

glistening white.

Disseminated Choroiditis.

1. Vision may ormay not be impaired.
2. Field normal.

3. Pain none.

4. External appearance of eye normal.

Ophthalmoscopic appearances :

5. Optic nerve normal.

6. Veins normal.

7. Arteries normal size and run

over patches of exudation,

or atrophy.

8. In early stages the retina is

APPARENTLY NORMAL EXCEPT

OVER THE PATCHES.

9. Exudation in large patches, yel

low, or yellow-white color,

and distributed in anypart of fun

dus, but MOST RARE IN REGION

OF THE MACULA.

(Continued on p. 47.)
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io. In later stages dullwhite or

glistening white patches are

seen in the retina ; edges of the

larger patches are not clearly

defined.

ii. no black pigment in or around

edge of patches.

12. Small hemorrhages may be

seen in the fundus.

13. Vitreous normal.

14. Both eyes affected.

IO. IN LATER STAGES DISTINCT WHITE

OR GLISTENING WHITE PATCHES

WITH CLEARLY DEFINED EDGES

are seen.

11. Black pigmemt in and around

edge of patches.

12. no hemorrhages in the fun

DUS.

13. Vitreous hazy, with floating opaci
ties in some cases.

14. Not infrequently only one eye

affected.

15. NO ALBUMIN IN URINE.15. Albumin in urine.

Treatment.

Rest.

Blue glasses.
Constitutional treatment.
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Albuminuric Retinitis.

i. Vision usually impaired.

Ophthalmoscopic appearances:

2. Optic nerve usually more pink or

red than normal, and its outlines

not well defined on any side.

3. Veins may be full and tortuous.

4. Arteries normal.

5. Retina often hazy in the re

gion of the macula.

6. White or glistening white

patches distributed in the

fundus, most frequently

seen in the region of the

MACULA.

7. Pink retina seen between the

patches and disc.

8. Exudation may cover blood-vessels

where they pass under or through
it.

g. Hemorrhages in retina not

infrequent.

10. Blind spot of normal size.

Opaque Nerve-Fibres.

1. Vision not impaired.

Ophthalmoscopic appearances :

2. Optic nerve never red or con

gested, and that portion not

covered by opaque nerve-fibres

is well defined.

3. Veins normal.

4. Arteries normal.

5. Retina normal in region of

the macula.

6. White patches, one or more,

extending from the OPTIC

NERVE INTO THE RETINA.

7. No PINK RETINA BETWEEN

PATCHES AND DISC.

8. Opaque nerve-fibres cover some

blood-vessels after they pass

over edge of disc ; farther on

vessels emerge into normal

retina.

g. No HEMORRHAGE IN RETINA.

10. Blind spot usually enlarged.



DIABETIC RETINITIS. 4g

May be confounded with Albuminuric Retinitis, Leucocythemic Reti

nitis, Syphilitic Retinitis.

Diabetic Retinitis.

i. Ophthalmoscopic appearances

the same as in albuminuric

retinitis.

2. Sugar in urine.

3. Retinal hemorrhages may be

SEEN.

Treatment.

Treat the general condition.

Albuminuric Retinitis.

1. Ophthalmoscopic appearances

the same as in diabetic reti

nitis.

2. Albumin and casts in urine.

3. Retinal hemorrhages are fre

quently seen.

Treatment.

Treat the general condition.

Leucocythemic Retinitis.

1. Ophthalmoscopic appearances

are quite similar to albu

minuric retinitis.

2. Fundus pale.

3. History of leucocythemia.

Treatment.

Treat the general condition.

Syphilitic Retinitis.

1. Associated with syphilitic

choroiditis.

2. Previous history of iritis, etc.

3. General syphilitic history.

Treatment.

Treat the general condition.



50 PIGMENTED RETINITIS (Night Blindness), (Retinitis Pigmentosa).

May be confounded with Disseminated Choroiditis.

Pigmented Retinitis.

I. Sight impaired, except in direct

line of vision.

2. Field contracted on all sides.

3. Unusual impairment of vision

IN TWILIGHT (hemeralopia).
Ophthalmoscopic appearances :

4. Blood-vessels normal in the early

stages.

5. Pigment in the retina, which shows

as SMALL BLACK PATCHES WITH

LARGE IRREGULAR PROCESSES ;

near the periphery where they

are most numerous, the pro

cesses may unite and form an

imperfect network.

6. Later stages : vision impaired,

APPARENTLY OUT OF ALL PRO

PORTION TO THE LESIONS SEEN

IN THE FUNDUS.

7. Last stage : atrophy of optic nerve

with small blood-vessels.

8. Both eyes affected.

g. Hereditary in many or most cases.

Treatment.

Not satisfactory.

Strychnia has been advised.

Disseminated Choroiditis.

1. Sight usually a little impaired.

2. Field not contracted.

3. Vision not specially impaired

in twilight.

Ophthalmoscopic appearances :

4. Blood-vessels normal.

5. Some patches are composed

entirely of black pigment,

while others show a yellow-

WHITE (exudation), or glisten

ing WHITE SURFACE (atrophy

of the choroid), WITH PIGMENT

IN AND AROUND THE EDGES.

6. Later stages : vision often sur

prisingly GOOD WHEN THE

LESION OF FUNDUS IS CON

SIDERED.

7. No atrophy of optic nerve ; blood

vessels of normal size.

8. Often one eye affected much more

than its fellow.

9. Not hereditary.



EMBOLISM OF THE CENTRAL ARTERY OF THE RETINA. 51

May be confounded with

Embolism of the Cent. Artery of

Retina.

1. Sudden and usually complete

blindness.

2. Pain none.

3. External appearance of eye normal.

Ophthalmoscopic appearances :

4. Disc well defined but pale, and in

later stages white (atrophy).

5. Arteries very small.

6. Veins normal, or partly empty.

7. A BRIGHT RED SPOT OCCUPIES THE

POSITION OF THE MACULA,

WHILE THE RETINA AROUND

THIS HAS A DIFFUSE MILKY-

WHITE appearance ; the re

maining retina being pale.

8. No albumin in the urine.

Treatment.

Massage of eyeball has been recom

mended if case is seen early.

lbuminuric Retinitis.

Albuminuric Retinitis.

1. Vision usually impaired.

2. Pain none.

3. External appearance of eye normal.

Ophthalmoscopic appearances :

4. Disc pink, and its outline may be

blurred.

5. Arteries normal size.

6. Veins full, and tortuous in some

cases.

7. Retina hazy in the region of

the macula ; the granular

appearance is lost in many

cases ; in other cases dis

tinct dots or spots of ex

udation partially surround

the macula.

Small flame-shaped hemor

rhages MAY BE PRESENT IN

SOME PORTION OF THE FUNDUS.

8. Albumin or casts may be found

in the urine.



52 OPTIC NEURITIS (Papillitis).

May be confounded with Neuro-Retinitis, Hypermetropia.

Optic Neuritis.

i. Vision may remain perfect.

2. External appearance of eye normal.

Ophthalmoscopic appearances :

3. A pink, a blurred ill-defined, or a

swelled disc,marked by patches

OF EXUDATION, and NOT INFRE

QUENTLY SMALL HEMORRHAGES

WHICH GIVE THE WHOLE DISC

A REDDISH-GRAY APPEARANCE

(choked disc).

4. Arteries small or normal size.

5. Veins FULL AND TORTUOUS.

To determine the amount of swell

ing of the disc, find the strongest
convex glass or the weakest con

cave glass that the fundus can be

seen with distinctly, then in the

same manner determine the best

glass to see the centre of the

disc, the difference will be the

amount of swelling in dioptries.
If a marked papillitis abates, the

outlines of the disc will be seen

at first indistinctly (woolly disc),
and later the outlines become

distinct and the disc of normal

color, or the outlinesmay become

unusually distinct, and the whole

disc white or gray (atrophy).

Hypermetropia -with a slightly ele

vated disc (congenital), and an

abnormal amount of Connective

Tissue in and around the Disc.

1. Vision may be perfect with or with

out the aid of glasses.
2. External appearance of eye normal.

Ophthalmoscopic appearances :

3. A slightly elevated dark pink, or

dark red blurred disc, WITH

white lines (connective tissue),
WHICH ARE SEEN IN AND AROUND

THE DISC, BUT MOST DISTINCTLY

EY THE SIDE OF BLOOD-VESSELS,

and which may disappear in cer

tain lights.

4. Arteries normal size.

5. Veins normal.

Disc and fundus may be seen with

the same glass.



ATROPHY OF THE OPTIC NERVE. 53

May be confounded with Chronic G

logical Cupping,

Optic-Nerve Atrophy.

i . Vision impaired or lost.

2. Concentric contraction of

the visual field, especially
for colors green and red.

3. Colored rings or halo never

seen around artificial

LIGHTS.

4. Pain none.

5. External appearance of eye nor

mal.

6. Pupil may not react to light

stimulus, and will yet con

tract on accommodation

(Argyll-Robertson pupil).

7. Anterior chamber normal.

8. Tension normal.

Ophthalmoscopic appearances :

9. Whole disc concave (saucer-

shape). See page 72.

10. Color white, or mottled gray.

11. Blood-vessels pass from retina

into the disc without mak

ing a sharp bend or curve ;

they are usually small and

straight.

12. Any age.

Treatment.

Strychnia
or

Anti-syphilitic.

.aucoma, Tobacco Amblyopia, Physio-

Alcohol Amblyopia.

Chronic Glaucoma.

1. Vision impaired or lost.

2. Visual field and color zones

contracted more on nasal

than temporal side.

3. Colored rings or halo may

be seen around artificial

LIGHTS.

4. Pain little or none.

5. Circum-corneal vessels maybe en

larged.
6. Pupil dilated more or less

according as disease is advanced ;

it may or may not react to light
stimulus.

7. Anterior chamber usually

SHALLOW.

8. Tension increased.

Ophthalmoscopic appearances :

9. Whole disc excavated (cup-

shape). See page 72.

10. Color white, bluish-white, or gray.

11. All blood-vessels bend sharp

ly OVER THE EDGE OF THE DISC ;

they may be seen indistinctly at

the bottom of the cup, and can

be brought into view by using a

weaker convex or stronger con

cave glass.
12. Usually over 40.



54 OPAQUE NERVE FIBRES.

May be confounded with Albuminuric Retinitis, Choroiditis, Post.

Staphyloma.

Opaque Nerve Fibres.

i. Vision normal.

2. Pain none.

3. External appearance of eye normal.

Ophthalmoscopic appearances :

4. Arteries and veins normal, and

not infrequently when leaving
the disc they pass under a por

tion of the white patch of

opaque nerve fibres.

5. Irregular milky white or glisten

ing white PATCHES, extending

INTO THE RETINA FROM THE

OPTIC DISC AND CONTINUOUS

WITH IT.

6. NO PIGMENT DEPOSIT ON EDGE OF

PATCHES.

7. Vitreous clear.

Choroiditis.

1. Vision usually impaired.
2. Pain none.

3. External appearance of eye normal.

Ophthalmoscopic appearances :

4. Arteries and veins normal, and

they pass over the white or

YELLOW PATCHES.

5. Yellow or shining white patches

in any portion of the fundus

and separated from the disc

by normal pink retina.

6. Black pigment deposits on

edge of patches.

7. Vitreous usually hazy with some

floating opacities.
8.

"

Blind spot
"

of normal size.8.
"

Blind spot
"

usually enlarged.

Treatment.

None.



GLIOMA. 55

May be confounded with Detached Retina, Sarcoma of Choroid,
Pseudo-Glioma.

Glioma.

i. Always under io years of age.

2. If glioma is large the anterior

chamber will be shallow and

the pupil dilated, with almost

or complete loss of red reflex.

3. Tension will be increased.

By oblique light :

4. A DIRTY YELLOW-GRAY OR RED

DISH-GRAY MASS (depends on

vascularity) back of the pupil.

5. Painful in later stages.

6. If glioma is recent and small (rarely

seen) ophthalmoscope shows a

yellow-white, stationary tumor,

usually near the disc.

7. Usually small blood-vessels

ANASTOMOSE FREELY OVER THE

tumor (they may be absent).

Treatment.

Enucleation of eyeball.

Detached Retina.

1. Rare before adult life.

2. If retina is completely detached

there will be complete loss of

red reflex.

3. Tension usually diminished.

By oblique light.

4. A DULL YELLOW-WHITE MASS back

of the pupil.

5. No pain.
6. If detachment is recent and small

ophthalmoscope shows a bluish-

white mass, usually near the

periphery.

7. Thread-like blood-vessels

cross the detached retina.

Glioma of Retina.

1. Always in infancy or early

childhood.

2. Retina involved in earliest

stages.

Sarcoma of Choroid.

1. Adult life.

2. Retina not involved inearliest

stages.



56 CENTRAL CHOROIDITIS.

May be confounded with Albuminuric Retinitis

Central Choroiditis.

i . Vision impaired (perhaps for years)
2. Pain none.

Ophthalmoscopic appearances :

3. Disc normal with well-de

fined EDGE.

4. Arteries normal size and run

over the patches.

5. Veins normal size.

6. Exudation appears as a large,

irregular, yellow, or yellow-

white PATCH, WITH ILL-DE

FINED EDGES, AND OCCASIONAL

LY PIGMENT IN OR AROUND IT.

7. WTHITE PATCHES WITH WELL-

DEFINED EDGES, AND PIGMENT

IN OR AROUND THEM, DENOTE

atrophy of the choroid and

exposure of the sclerotic.

8. Floating opacities in the

vitreous.

g. No hemorrhage seen in the

fundus.

io. no albumin in urine.

Treatment.

Rest.

Atropine.
Colored glasses.
Constitutional treatment.

Albuminuric Retinitis.

1. Vision impaired (recent).
2. Pain none.

Ophthalmoscopic appearances :

3. Disc usually more pink or

red than normal and its

outline not well defined.

4. Arteries normal size and run

through or under the

patches.

5. Veins more or less full and

tortuous when disc is not

well defined.

6. Exudation appears as a dull-

white OR WHITE PATCH WITH

ILL-DEFINED EDGES AND NO

PIGMENT.

7. White patches are small,

usually glistening, and most

abundant in region of the

macula. No pigment in or

around them.

8. NO FLOATING OPACITIES IN THE

VITREOUS.

g. Hemorrhages frequently seen

in the fundus.

10. Albumin and casts in urine.



DISSEMINATED CHOROIDITIS. 57

May be confounded with Albuminuric Retinitis, Pigmentary Retinitis,

Tubercle of the Choroid.

Disseminated Choroiditis.

1. Not uncommon.

2. Vision may not be impaired.

3. Pain none.

4. External appearance of eye normal.

Ophthalmoscopic appearances :

5. Arteries and veins normal and

run over the patches.

6. Exudation in circumscribed yel

low, or yellow-white patches,
with ill-defined edges, and of

irregular size and shape.

There may be one or many patches.
as the exudation disappears

the atrophied choroid

allows the glistening scle

rotic to be seen ; choroidal

pigment usually adheres to

the edges.

7. Size of patches 3 mm. or more.

8. Small opacities in vitreous are not

infrequent.

g. No tubercle.

Treatment.

Rest.

Colored glasses.
Mixed treatment.

Tubercle of the Choroid.

1. Very rare.

2. Vision not impaired.

3. Pain none.

4. External appearance of eye normal.

Ophthalmoscopic appearances :

5. Arteries and veins normal.

6. Distinct, small, yellow-white oval

bodies, which are slightly
elevated.

The number is usually small. May
be confined to one large mass in

region of the disc or macula. A

majority of the cases are seen in

children.

7. Size of tubercle 3 mm. or less.

8. No opacities in the vitreous.

9. Tubercle of lungs or meninges.



58 TUBERCLE OF THE CHOROID.

May be confounded with Disseminated Choroiditis, Albuminuric Retinitis.

Tubercle of the Choroid.

i. Rare.

2. Vision not impaired.

3. Pain none.

Ophthalmoscopic appearances :

4. Disc normal.

5. Arteries normal ; and are never

covered by tubercle.

6. Retina not hazy.

7. Small, elevated, yellow-white
bodies in retina.

8. Form regular, and circular,

or OVAL.

g. Size, 3 mm. or less in diam.

10. Distributed as single points

in the fundus.

11. No hemorrhage in fundus.

12, Tubercle of lungs or men

inges.

13. No albumin in urine.

Treatment.

Treat the general condition.

Albuminuric Retinitis.

1. Not infrequent.

2. Vision usually impaired.

3. Pain none.

Ophthalmoscopic appearances :

4. Disc more pink or red than

normal, and often its outline is

blurred.

5. Arteries normal and run

THROUGH PATCHES OF EXUDA

TION.

6. Retina often hazy in region

of the macula.

7. Large yellow-white, or small

glistening white patches in the

retina ; not elevated.

8. Form irregular.

g. Size, always some patches

more than 3 mm. in diam.

10. Small patches or dots

usually grouped in a stel

late form round the

MACULA.

11. Hemorrhage frequent in fundus.

12. no tubercle of lungs or

meninges.

13. Albumin in urine.



CARCINOMA OF THE CHOROID. 5g

May be confounded with Detached Retina, Glioma.

Sarcoma of the Choroid.

i. Rare.

2. Vision not usually impaired in the

earliest stages.

3. Vision impaired gradually.

4. External appearance of eye

normal.

Ophthalmoscopic appearances :

5. Circumscribed oval or round

elevation under the retina.

6. Color dark gray, or decidedly

pigmented.

7. Blood-vessels of irregular

course, ribbon-like appear

ance, and dark orange color

(choroidal vessels), anastomose

FREELY OVER THE TUMOR.

Later stages :

8. Pain.

g. Swelling of conjunctiva and

lids.

10. Tension increased.

11. Pupil dilated.

12. Ant. chamber shallow.

13. Retina completely detached.

Treatment.

Enucleation.

Detached Retina.

1. Common.

2. Vision impaired in some portion
of the field.

3. Vision impaired suddenly.

4. External appearance of eye

normal.

Ophthalmoscopic appearances :

5. An irregular wavy or undu

lating mass.

6. Color bluish-white.

7. Blood-vessels pass almost

straight across the mass

and are apparently very

small as compared with

healthy retinal vessels.

Later stages :

8. No PAIN.

g. Lids do not swell.

10. Tension diminished.

11. Pupil normal.

12. Ant. chamber normal.

13. Retina completely detached.



60 ALCOHOL OR TOBACCO AMBLYOPIA (Amaurosis).

(Retro-Bulbar Neuritis), (Amblyopia ex abusu).

May be confounded with Optic-Nerve Atrophy, Chronic Glaucoma.

Alcohol or Tobacco Amblyopia.

I. Vision gradually impaired.
2. External appearance of eye normal.

3. Visual field not usually con

tracted TO ANY CONSIDERABLE

extent, but by careful

examination with the peri

meter, scotomata for green

AND RED WILL BE FOUND (field

of relro-bulbar neuritis).

Ophthalmoscopic appearances :

4. Disc normal except the tem

poral third, which is a

little pale, or gray.

5. Arteries normal size.

6. Retina normal pink color.

7. Excess of alcohol or tobacco,

or usually both.

Amblyopia may be caused by :

a. Hysteria.

b. Quinine.

c. Salicylic acid,

d. Exposure to bright light.
e. Lightning stroke.

f. Glycosuria.

Treatment.

Remove the cause.

Strychnia.

Optic-Nerve Atrophy.

1. Vision gradually impaired.
2. External appearance of eye normal.

3. Concentric contraction of the

visual field, especially for

colors green and red. no

scotomata.

Ophthalmoscopic appearances :

4. Whole disc pale or white,

sometimes gray, and usually a

little excavated (saucer-shape) ;

may be mottled.

5. Arteries small.

6. Retina pale.

7. no excess of alcohol or to-

BACCO.



PHYSIOLOGICAL CUPPING OF THE OPTIC DISC. 61

May be confounded with Chr. Glaucoma, Atrophy of the Optic Nerve.

Physiological Cupping of Disc.

i. Vision not impaired.

2. Visual field normal.

3. Pain none.

4. External appearance of eye normal.

Ophthalmoscopic appearances

(see page 72).

5. Fundus normal color.

Treatment.

None.

Optic-Nerve Atrophy.

1. Vision impaired.

2. Visual field contracted, espe

cially FOR COLORS.

3. Pain none.

4. External appearance of eye normal.

Ophthalmoscopic appearances

(see page 72).

5. Fundus pale.

Megalopsia.

1. Objects appear to be too large.
2. Due to retinal changes which can

not be detected with the oph

thalmoscope.

Treatment.

None.

Micropsia.

1. Objects appear to be too small.

2. Due to retinal changes which can

not be detected with the oph

thalmoscope.

Treatment.

None.

Metamorphopsia.

1. Objects appear to be distorted.

2. Due to retinal changes, or astig

matism.

Treatment.

Correct any astigmatism. See de

tached retina.

Photopsia (Phosphenes).

1. Flashes of light or sparks before

the eyes.

2. Due to retinal changes.

Treatment.

Treat the cause, it may be found in

the retina, or choroid. Attention to

the general health.



62 ACUTE GLAUCOMA.

May be confounded with Iritis, Interstitial Keratitis, Irido-Cyclitis.

Acute Glaucoma.

I. Vision failing rapidly, especially

on the nasal side of field.

2. Pain severe, extending to temple

and side of the head, often caus

ing nausea.

3. Some dread and intolerance

OF LIGHT (photophobia).

4. Colored rings or halo round

artificial lights.

5. Tension increased to a marked

DEGREE (T. -j- 2).

6. CEdema of lids and conjunctiva.

7. Circum-corneal injection.
8. Cornea loses some of its lustre, and

there may be partial anaesthesia.

g. Anterior chamber shallow.

10. Aqueous turbid.

11. Pupil dilated, sluggish, and

often has a greenish hue.

12. Iris somewhat discolored.

13. no exudation in pupil.

14. no posterior synechia.

Ophthalmoscopic appearances

(see page 72).

15. Often impossible to see fundus.

16. Field contracted on nasal

side, and occasionally above

and below, while the temporal
side may remain unaffected.

17. Age over 35.

Treatment.

Salicylic acid. Cathartics.

Eserine gr. 1.- § i. instilled into eye.

Iridectomy or sclerotomy.

Iritis.

1. Vision impaired.

2. Pain s*evere, extending to nose,

brow, and temple.

3. Marked photophobia.

4. no colored rings or halo

round artificial lights.

5. Tension may be slightly in

creased (T. -L- ).
6. CEdema of lids and conjunctiva.

7. Circum-corneal injection.
8. Cornea clear, with no anaesthesia,

but appears to be hypersensitive.

9. Anterior chamber normal.

10. Aqueous "muddy."
11. Pupil contracted, and slug

gish OR STATIONARY.

12. Iris discolored.

13. Exudation in pupil.

14. Posterior synechia.

Ophthalmoscopic appearances :

15. Exudation usually obstructs a

good view of fundus.

16. Field not contracted.

17. Rare before puberty.



ACUTE GLAUCOMA (Continued). 63

Acute Glaucoma.

1. Vision on nasal side of field, fail

ing or lost.

2. Pain severe, extending to temple
and side of the head.

3. Some dread and intolerance of

light.

4. Colored rings or halo round

artificial lights.

5. Tension increased to a

marked degree.

6. GEdema of lids and conjunctiva.

7. Circum-corneal injection.
8. Cornea loses some of its lustre,

and there may be partial or

complete anasthesia.

9. no blood-vessels on cornea.

10. Ant. chamber shallow.

11. Pupil dilated, sluggish, and

often has a greenish hue.

12. Failure of accommodation.

13. Visual field contracted, especially
on nasal side.

Ophthalmoscopic appearances

(see page 72).

14. Often impossible to see fundus.

15. Rarely under 35.

16. No hereditary syphilis.

17. Teeth regular.

Interstitial Keratitis.

1. Vision impaired over most of the

field.

2. Pain severe as cornea is involved ;

referred to eyeball.

3. A dread and intolerance of light.

4. no colored rings round arti

ficial lights.

5. Tension normal.

6. No cedema of lids.

7. Circum-corneal injection.
8. Cornea decidedly hazy and is hy

persensitive.

g. Blood-vessels may extend to

CORNEA.

10. Ant. chamber normal.

11. Pupil normal or contracted.

12. Accommodation good.

13. Visual field not contracted.

Ophthalmoscopic appearances :

14. Hazy cornea usually obstructs a

good view of the fundus.

15. Disease of youth.

16. Hereditary syphilis.

17. Peg or notched teeth.



64 HEMORRHAGIC GLAUCOMA.

May be confounded with

Hemorrhagic Glaucoma.

i. Vision suddenly impaired or lost.

2. Pain is apparently secondary

to loss of vision (t. -(-2—3).

3. Tension increases rapidly

after failure of vision.

4. Cornea may appear dull and

smoky.

5. Anterior chamber shallow.

6. Aqueous may be turbid.

7. Pupil dilated and sluggish.

8. Iris may be discolored.

g. Ophthalmoscopic appearances (see

page 72).

10. Hemorrhages may obstruct all

clear view of the fundus.

II. NO EXUDATION IN RETINA.

12. Arteries may pulsate.

13. NO ALBUMIN IN URINE.

14. Rare under 40.

15. One eye affected.

Treatment.

Eserine (locally).

Cathartic, salicylic acid.

Sclerotomy.

Enucleation.

Albuminuric Retinitis.

Albuminuric Retinitis with

Hemorrhages (Retinitis Apoplec-

tica).

1. Vision suddenly impaired.
2. Pain none.

3. Tension normal.

4. Cornea clear.

5. Anterior chamber normal.

6. Aqueous clear.

7. Pupil normal.

8. Iris normal.

g. Ophthalmoscopic appearances (see

page 46).
10. Hemorrhages usually small and

flame-shaped.
11. Patches of exudation in

retina.

12. Arteries do not pulsate.

13. Albumin in urine.

14. Any age.

15. Both eyes affected.



SUB-ACUTE GLAUCOMA. 65

May be confounded with Conjunctivitis.

Sub-Acute Glaucoma.

1. Vision impaired on nasal side of

visual field.

2. Pain in eyeball and temple.

3. Colored rings or halo round

artificial lights.

4. Discharge watery.

5. Circum-corneal injection.
6. Cornea may appear dull and

smoky.

7. Anterior chamber shallow.

8. Aqueous may be turbid.

g. Pupil dilated.

10. Tension increased.

11. Ophthalmoscopic appearances (see

page 72).
12. Rare under 40.

13. One eye affected.

Treatment.

Salicylic acid internally.
Eserine instilled q. 4. h.

Iridectomy if tension increases.

Conjunctivitis.

1. Vision not impaired except by
-

mucus on the cornea.

2. Itching or burning pain in the

lids.

3. no colored rings round arti

ficial lights.

4. Discharge sticky or purulent.

5. Whole conjunctiva congested.
6. Cornea clear.

7. Ant. chamber normal.

8. Aqueous clear.

g. Pupil normal.

10. Tension normal.

11. Ophthalmoscopic appearances

normal.

12. Any age.

13. Usually both eyes affected.



66 CHRONIC GLAUCOMA.

May be confounded with Physiological Cupping of
the Disc, Optic Nerve

Atrophy, Tobacco Amblyopia, Posterior Staphyloma.

Chronic Glaucoma.

i. Vision impaired, or lost (absolute

glaucoma).
2. Visual field contracted, espe

cially on nasal side. Central

vision may remain fairly good.

3. Pain may be little or none.

4. Colored rings round arti

ficial lights.

5. Failure of accommodation.

6. Tension increased.

7. Circum-corneal vessels may be

injected.
8. Cornea clear.

g. Anterior chamber shallow.

10. Aqueous clear.

n. Pupil may be normal, but it is

usually a little dilated

and sluggish.

Ophthalmoscopic appearances

(see page 72) :

12. Rarely under 40.

Treatment.

Salicylic acid internally.
Eserine instilled q. 4. h.

Iridectomy if tension increases.

Physiological Cupping of Optic
Disc.

1. Vision not impaired.

2. Visual field normal.

3. Pain none.

4. no colored rings round arti

ficial lights.

5. no failure of accommodation.

6. Tension normal.

7. External appearance of eye

normal.

8. Cornea clear.

g. Anterior chamber normal.

10. Aqueous clear.

n. Pupil normal.

Ophthalmoscopic appearances

(see page 72).

12. Any age.
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Chronic Glaucoma.

1. Vision impaired.
2. Visual field contracted on

nasal side, sometimes above

and below, while the tem

poral field may remain quite

GOOD.

3. Pain may be little or none.

4. Colored rings or halo round

artificial lights.

5. Failure of accommodation.

6. Tension increased.

7. Circum-corneal vessels may be

enlarged.
8. Cornea clear.

g. Anterior chamber shallow.

10. Aqueous clear.

11. Pupil may be normal, but it is

usually a little dilated

and sluggish.

Ophthalmoscopic appearances

(see page 72).

12. Rare under 40.

13. NO EXCESS OF ALCOHOL OR TO

BACCO.

Alcohol or Tobacco Amblyopia.

1. Vision impaired.
2. Visual field not contracted,

but scotomata for colors

will usually be found.

3. Pain none.

4. NO COLORED RINGS OR HALO

ROUND ARTIFICIAL LIGHTS.

5. Failure of accommodation.

6. Tension normal.

7. External appearance of eye

normal.

8. Cornea clear.

g. Anterior chamber normal.

10. Aqueous clear.

n. Pupil normal, or contracted.

Ophthalmoscopic appearances

(see page 60).
12. Adult and middle age.

13. Excess of alcohol or tobacco

or both.



68 POSTERIOR STAPHYLOMA (Sclerotico-Choroiditis Posterior).

May be confounded with Chronic Glaucoma, Opaque Nerve-Fibres.

Posterior Staphyloma.

I. Visi ->n usually impaired as a result

of myopia, or choroiditis, or

both."

2. Visual field not contracted ;

"

blind spot
"

will be en

larged.

3. Pain none.

4. No colored rings round arti

ficial LIGHTS.

5. no failure of accommodation.

6. Tension normal, or di

minished.

7. External appearance of eye

normal.

8. Anterior chamber normal.

g. Pupil normal.

Ophthalmoscopic appearances

(see pages 6g and 72).
10. Myopia and choroiditis are

associated in the great

majority of cases.

11. Usually young adults.

Treatment.

None.

Chronic Glaucoma.

1. Vision impaired.

2. Visual field contracted (see

page 66).

3. Pain little or none.

4. Colored rings round artifi

cial lights.

5. Failure of accommodation.

6. Tension increased.

7. Circum-corneal vessels may be

enlarged.
8. Anterior chamber shallow.

9. Pupil may be normal but it is

usually a little dilated

and sluggish.

Ophthalmoscopic appearances

(see page 72).
10. Hypermetropia is present in

two thirds of the cases.

11. Rare under 40.
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Posterior Staphyloma.

1. Vision usually impaired as a result of

myopia, or choroiditis, or both.

2. Pain none.

3. External appearance of eye normal.

Ophthalmoscopic appearances :

4. a large glistening white patch

ON TEMPORAL SIDE OF DISC and

continuous with it, although the

outline of the disc can usually
be seen. Not infrequently the

staphyloma is several times as

large as the disc, and almost

surrounds it.

UNABSORBED BLACK PIGMENT MAY

STILL BE SEEN IN THE STA

PHYLOMA, OR CLINGING TO ITS

EDGES.

5. The larger blood-vessels appear to

be driven in under the nasal

side of the disci Small and

STRAIGHT BLOOD-VESSELS PASS

OUT AND OVER THE SHINING

WHITE patch, to the temporal

side of retina.

6. Myopia and choroiditis are

associated in the great

majority of cases.

Opaque Nerve-Fibres.

1. Vision normal.

2. Pain none.

3. External appearance of eye normal.

Ophthalmoscopic appearances :

4. Irregular milky or glistening

white patches extending into

the retina from the optic disc,

and continuous with it. No

BLACK PIGMENT DEPOSITS ARE

SEEN IN OR AROUND THESE

PATCHES.

5. Blood-vessels normal, and not in

frequently WHEN LEAVING THE

DISC PASS UNDER A PORTION OF

THE WHITE PATCH of Opaque

nerve-fibres.

6. Myopia or choroiditis are

rarely seen with opaque

nerve-fibres.



SYMPATHETIC IRRITATION OR INFLAMMATION.

Sympathetic Irritation or Inflam

mation.

i. Vision impaired little if any.
2. pain may or may not be present

for the first few days.

3. Bright light irritates the

eye out of all proportion

to the amount of pain.

4. Lachrymationmay be the only

symptom for several days.

5. Inability to do close work

with comfort, tiresome (fail
ure of accommodation) .

6. Pupil may be contracted.

7. No posterior synechia.
8. Irritating eye tender (?) and may

contain a foreign body, or have

a wound of the ciliary region or

an irritated iris.

Above symptoms may all disap

pear, showing symp. irritation,

or the irritating eye may be enu

cleated, yet the case go on to

total destruction, proving con

clusively that it had been symp.

inflammation.

(Continued

Plastic Iritis.

1. Vision impaired.
2. Pain usually one of the first

symptoms.

3. Bright light irritates the

EYE.

4. Lachrymation due to light

AND PAIN.

5. Close work not tiresome but

PAINFUL.

6. Pupil contracted.

7. Posterior synechia?.
8. No wound of the fellow eye.

on page 71.)



SYMPATHETIC INFLAMMATION (Continued).

Later stage, or sympathetic in

flammation.

9. Circum-corneal injection.

10. Tenderness on pressure over

the ciliary region ; may be

confined to one small spot.

Dots of opacity on endothe

lial LAYER OF CORNEA (des-

cemitis).

Pupil usually sluggish, with some

posterior synechia?.
Iris may be discolored.

Ultimately :

14. Cornea hazy.

15. Aqueous turbid.

Iris infiltrated.

Vitreous filled with floating opaci
ties.

Retina and choroid involved.

Tension increased (secondaryglau

coma).
. Anterior chamber shallow, fol

lowed by fluid vitreous (synch

isis), diminished tension, and

possibly phthisis bulbi.

Treatment.

Enucleate the irritating eye.

Atropine cautiously.
Hot fomentations.

Colored glasses.
Mercurial inunctions.

n

12.

13

16.

17-

18.

ig.

20

g. Circum-corneal injection.

IO. NO SPECIAL TENDERNESS OVER

CILIARY REGION.

II. No DOTS OF OPACITY ON ENDO

THELIAL LAYER OF CORNEA.

12. Pupil contracted, sluggish, or sta

tionary, with posterior synechias.

13. Iris discolored.

14. Cornea clear.

15. Aqueous turbid.

16. Iris infiltrated.

17. Vitreous clear, if seen.

18. Retina and choroid not involved.

ig. Tension may be a little increased.

20. Ant. chamber normal.



72 OPHTHALMOSCOPIC APPEARANCES OF DISC.

Glaucoma.

Whole Disc Excavated

(Cup-shape).
I. Color white, bluish-white, or gray.

2. All blood-vessels bend sharply

over the edge of the disc.

They may be seen indistinctly at

the bottom of the "cup," and

can be brought into view by

using a weaker convex (-|-) or

stronger concave ( — ) glass.

3. Arteries often pulsate.

Physiological Cupping.

Disc Partially Excavated.

(Thimble-shape. )
1. Centre portion of disc exca

vated, and possibly the excava

tion may extend to the temporal

edge.

2. Color of disc normal, except

the central excavated por

TION, which is white or gray.

3. Blood-vessels bend over the

edge of the excavation.

Atrophy of Optic Disc.

Whole Disc Concave

(Saucer-shape).
1. Color white or gray.

2. Blood-vessels pass from retina

into the disc without mak

ing a sharp bend or curve.

They are seen distinctly with the

glass used to see the retina.

3. Arteries small and straight.

Never pulsate.

Myopic Crescent.

Disc Partially Excavated.

(Ladle-shape.)
1. The choroid on the temporal

edge of disc is atrophied,

exposing the shining white

sclerotic.

If the atrophy extends and loses its

crescent shape it is called a

post, staphyloma.
2. Color of disc normal, except

ON TEMPORAL EDGE, which is

shining white, and not infre

quently pigmented.
3. The larger blood-vessels may

appear to be driven in under

the nasal half of the disc.
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Foreign Bodies on Conjunctiva.

i. Painful.

Treatment.

Cocaine ; evert lids and remove.

Burnswithlime, melted metals, etc.,

should be carefully washed, and all

particles removed ; oil and atropine
instilled.

Foreign Bodies in Ant. Chamber

and Iris.

i. Often painless.
2. Seen by oblique light.

Treatment.

Open ant. chamber and remove

with magnet, or forceps ; or it may be

advisable to remove that portion of

the iris on which it rests (iridectomy).

Foreign Bodies in the Vitreous.

I. A suppurative process of the vitre

ous follows, and is accompanied

by a general inflammation of

the whole eyeball (panophthal

mitis), which terminates when

the eyeball is destroyed, the eye

blind, and the globe atrophied

(phthisis bulbi).

Treatment.

Remove with magnet if possible.
Enucleation may be necessary to

avoid sympathetic inflammation.

Cysticercus.

I. May be found in the anterior

chamber or vitreous.

Foreign Bodies on Cornea.

i. Very painful.

Treatment.

Cocaine ; remove with a sharp-

pointed instrument without abrasion

of corneal epithelium.

Foreign Bodies in Crystalline
Lens.

i. Usually painless.
2. Rarely seen on account of the

opacity of lens (traumatic cat.).

Treatment is determined by the

amount of opacity and inflammation

following. If lens should swell and

be painful, extraction is indicated.

Foreign Bodies Back of the

Vitreous.

i. May be in the retina, choroid,

sclerotic, optic nerve or orbit.

They may set up suppurative
inflammation or become en

capsulated.

Treatment.

Enucleation will depend on symp

toms in each individual case.

Filari.

i. May be found in the eyelids.



74 DISEASES OF THE LIDS.

General Surgical.

page 76). Papillomata.
'

76 Epithelioma.
'

76
'

76 Gumma.

77

77 Chancre.

75

75 Burns.

77

77

Treatment.

General surgical principles.

DISEASE OF THE ORBIT.

General Surgical.

Foreign bodies.

Tumors, malignant and non-malignant.

Cysts.

Cellulitis.

Abscess.

Periostitis.

Exostosis.

Fractures.

Enchondroma.

Emphysema.

Angiomata.
Aneurism.

Cysticerci.

Treatment.

General surgical principles.

Special Surgical.

Stye (see
Chalazion

Entropion

Ectropion

Symblepharon

Ankyloblepharon
Trichiasis

Distichiasis

Ptosis

Xanthelasma
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Blepharitis Marginalis.

i. Small fine crusts or scales

along the edges of the lids ;

easily detached, and do not

leave a bleeding surface.

2. NO ULCERATION AT ROOTS OF

LASHES.

3. Edges of lids reddened.

4. Lashes are not destroyed by long-
continued inflammation.

5. Trichiasis does not follow as a re

sult of b. marginalis.

Treatment.

Correct error of refraction.

Trichiasis.

1. Tendency of the individual lashes

to grow inwards, and rub on the

eyeball.

Treatment.

Epilation.

Cautery to roots of inturning lashes.

Blepharitis Ciliaris.

1. Large crusts or scales often

matting or glueing two or

more lashes together j

when these are detached

the lashes are usually

pulled out, and a bleeding

surface remains.

2. Ulceration at roots of lashes.

3. Edges of lids red and occasionally

swelled.

4. Lashes are destroyed if disease is

not checked ; the lids become

bald (madarosis).

5. Trichiasis follows as a result of

b. ciliaris.

Treatment.

Ung. hg. ox. fla. (gr. xii. vaseline

| i.) rubbed into edge of lids at night.

Distichiasis.

1 . There are two rows of lashes, and

the inner row turns in towards

the eyeball.

Treatment.

Operation.
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Stye (Hordeolum).

i. Acute active process.

2. Painful.

3. Inflamed gland or hair follicle, or

small abscess near margin of

eyelid.

4. Pus FORMS.

5. Integument involved.

6. Duration a few days.

Treatment.

Attention to the general health.

Hot fomentation.

Incision.

Correct any error of refraction.

Chalazion.

1. Chronic slow process.

2. No PAIN.

3. An enlarged meibomian gland, due

to obstructed duct, and dilatation

by its own secretion.

4. No PUS, but secretion undergoes

changes.

5. Integument not usually involved.

6. Duration weeks.

Treatment.

Operation. Open sac and scrape it

out thoroughly.
Correct any error of refraction.

Entropion.

1 . Eyelid is inverted and the lashes rub

against the ocular conjunctiva, or

cornea, causing great irritation.

Treatment.

Operation.

Ectropion.

1. Eyelid is everted and the patient

may be unable to close the lids.

The cornea becomes dry, and

ulcerative keratitis follows.

2. Not infrequently the punctum is

drawn away from the eyeball and

the tears are discharged over the

edge of the lid and run down on

the cheek (epiphora).

Treatment.

Operation.
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Paralysis of Orbicularis Muscle

(Lagophthalmus) .

I. Due to lesion of the seventh nerve.

Lids cannot be closed. Con

junctivitis and keratitis follow.

Epiphora almost constant.

Treatment.

Directed to nerve lesion and protec

tion of the cornea.

Ptosis.

i. Inability to raise the upper eyelid,

either on account of paralysis or

mechanical difficulties. May be

congenital.

Treatment.

If paralytic, hg. bi-chl.

If mechanical, operation.

Ankyloblepharon .

i. Adhesion of free edges of upper

and lower lids.

Treatment.

Operation to free the edges.

Spasmodic Contractions of Orbi

cularis Muscle (Nictitation),

(Nervous Wink).

i. Frequent winking of the eyelids

without apparent cause.

Treatment.

Directed to nervous condition.

Correct errors of refraction.

Xanthelasma.

i. Yellow patches of connective tissue,
"

pigment, and fat, in the integu

ment of the lids. Patches usually

slightly elevated.

Treatment.

Operation to remove each patch.

Symblepharon.

i. An adhesion between the palpebral

and ocular conjunctiva.

Treatment.

Operation to separate or break up

the adhesion.
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Inflammation of Lachrymal Gland

(Dacryo-adenitis).

I. Symptoms are those of inflammation

or abscess of the orbit, according
to its severity, and can only be

diagnosed by the location or

point of greatest intensity.

Treatment.

Poultices, and if pus forms, sub-con-

junctival incision.

Abscess of Orbit.

I. Similar to abscess of other parts.

Treat on general surgical principles.

Lach. Stricture and Watery Eye
or Inflammation of Lach. Sac

(Mucocele), (Dacryo-cystitis).

I. Epiphora, or, muco-purulent secre

tion between the lids ; pressure

over the sac causes the accumu

lated secretion to well up through
the punctum. Ifpunctum or stric

ture of canaliculus should close

the exitupward, pusmay accumu

late in the sac (abscess of the lach.

sac), and it may rupture through
the integument covering the sac,
and leave a fistula (lach. fistula).

2. A probe passed into canaliculus

meets obstruction before enter

ing sac, and usually one at the

junction of sac and duct.

Treatment.

Pass probe through sac into duct.

Astringent collyria.

Abscess over Lach. Sac.

i. Similar to abscess of other parts.

2. A probe will pass into the lachry
mal sac without meeting ob

struction.

Treatment.

Poultice.

Incision.



ERRORS OF REFRACTION (Ametropia). 7g

Hypermetropia of 3. D or less (far

sighted).

1 . Vision good for distance.

2. Vision good for close work, until

eyes tire.

3. Close work causes eye strain, blurred

vision, etc. (asthenopia).

4. Distant vision does not cause asthe

nopia.

5. Vision at 20 feet as good, or better

with convex glasses (7nanifest

hypertnetropia).
6. Vision may be as good with weak

concave glasses. Not infre

quently young subjects contract

their ciliary muscle (spasm of

accommodation) ,
and accept no

convex glass (latent hypermet

ropia), and may see better with

a concave glass (apparent my

opia).

7. Fine type can be read at 20 inches.

8. With the ophthalmoscope, the ob

server with a perfect eye (em-

metropia), who does not use his

accommodation, should see the

granular appearance at the ma

cula (of the healthy retina), with

the convex glass, which corrects

the total hypermetropia.
If patient will not accept this glass,

it shows latent hypermetropia.

Myopia of 3. D or less (near sighted).

1. Vision poor for distance.

2. Vision good for close work for al

most any length of time.

3. Close work does not cause eye strain

or headache.

4. Distant vision does not cause eye

strain.

5. Vision at 20 feet not as good with

convex glasses.

6. Vision improved with weak concave

glasses.
If ciliary muscle is not relaxed a

stronger glass will be required to

see distinctly.

Anisometropia is not infrequent.

7. Fine type cannot be read at 20

inches.

8. With the ophthalmoscope the weak

est concave glass with which the

granular appearance of the retina

can be seen corrects the myopia.
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Hypermetropia of more than 3. D.

1 . Vision not usually good for distance.

2. Close work causes asthenopia.

3. Vision improved with convex glass.

4. Vision impaired with concave glass.

5. In high degrees of hypermetropia,
fine type maybe read at ten (10)
inches and cannot be read at

20 inches.

Ophthalmoscopic appearances :

6. The disc appears unusually small,

often oval, and of a dark pink

color, while the retina shows the

granular appearance very dis

tinctly.
This condition of the disc is spe

cially well marked in the high

degree of hypermetropia follow

ing cataract extraction (aphakial

eye).
It is not infrequent to find the vision

of one eye very defective with

out apparent cause (monocular

amblyopia).

Treatment.

Order the strongest convex glass

patient can see with distinctly at 20

feet.

Myopia of more than 3. D.

1. Vision never good for distance.

2. Close work does not cause asthen

opia.

3. Vision impaired with convex glass.

4. Vision improved with concave glass.

5. In high degrees of myopia fine type
cannot be read at ten (10) or

more inches.

Ophthalmoscopic appearances :

6. The disc appears unusually large ;

frequently a staphyloma is seen

on the temporal side (see pages

69 and 72).
The retinal pigment (post, layer of

retina) and choroid may be more

or less atrophied, showing the

choroidal vessels with the dark

irregular interspaces. (The
choroidal arteries and veins can

not be distinguished.) They are

of a dark orange color and

anastamose freely, giving the

peculiar appearance known as

the
"

tiger skin fundus ."

If the atrophy has progressed fur

ther, black patches of choroidal

pigment, and white patches

showing choroidal atrophy, will

be seen.

Treatment.

Order the weakest concave glass

patient can see with distinctly at 20

feet.

Avoid all eye strain.
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Hyperopic Astigmatism.

i. Javal - Scholtz Ophthalmometer

gives the amount and axis of

the corneal astigmatism.
2. A proper convex cyl. glass placed

before the eye, and in the proper

axis, should give normal vision

at 20 feet distance (f [}.).

3. Vision may be as good or even

better by adding convex sp.

glasses (compound hypermet

ropic astigmatism).

4. In a few rare cases the astigmatism
is irregular, and no cyl. glass
corrects it ; these subjects occa

sionally complain of monocular

diplopia (polyopia).

Ophthalmoscopic appearances :

5. Disc appears oval.

6. If the accommodation of the ob

server is fully relaxed, the whole

fundus cannot be seen distinctly

with any one glass.

7. Retinoscopy reveals the fact that

only one meridian is corrected

by a sp. glass. Shadows reverse

in one meridian first. (See

page 82.)

Treatment.

Order full correction for the astig

matism and manifest hypermetropia.

Myopic Astigmatism.

1. Javal - Scholtz Ophthalmometer

gives the amount and axis of

the corneal astigmatism.
2. A proper concave cyl. glass placed

before the eye, and in proper

axis, should give normal vision

at 20 feet distance (§§).
3. A CONCAVE SP. GLASS ADDED TO

THE CONCAVE CYL. MAY BE

NECESSARY TO SECURE PERFECT

VISION (compound myopic astig

matism).

4. A few cases get the best vision by

adding a convex cyl. glass ; axis

at right angles to the concave

cyl. (mixed astigmatism).

Ophthalmoscopic appearances :

5. Disc appears oval.

6. If the accommodation of the ob

server is fully relaxed, the whole

fundus cannot be seen distinctly
with any one glass.

7. Retinoscopy shows only one merid

ian corrected by a sp. glass.

(See page 82.)

Treatment.

Order full correction for the astig

matism, and the weakest concave sp.

patient can see with distinctly at 20

feet.

For mixed astigmatism order the

strongest convex and weakest concave

cyl. glass that will give good vision at

20 feet.
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Retinoscopy or shadow test, with concave mirror.

I. Seated in front of the hyperopic

subject (48 inches), get the red

reflex and rotate the mirror

FROM RIGHT TO LEFT. A

"shadow" APPEARS ON THE

LEFT SIDE OF THE RED REFLEX,

AND MOVES ACROSS IT TO THE

RIGHT (" moves against").

2. Over-correction with convex glasses
causes a reversal of the shadows.

Presbyopia and Emmetropia or

Hypermetropia.

1 . Age over 38 or 40.

Treatment.

If hypermetropia is considerable, it

is necessary to correct the error of re

fraction, as well as the failure of the

ciliary muscle to affect the convexity
of the hardened lens.

Add convex glasses until patient is

ABLE TO read fine print at 9 or 10

inches.

Anisometropia.

1. When there is a difference in the

refraction of the two eyes

amounting to 1 D or more, it is

termed anisometropia.

1. Seated in front of the myopic sub

ject (48 inches), get the red reflex

and ROTATE THE MIRROR FROM

RIGHT to left. A shadow

APPEARS ON THE RIGHT SIDE

OF THE REFLEX AND MOVES

ACROSS IT TO THE LEFT

("moves with").
If myopia is less than .75 D, the

shadow "moves against."

2. Over-correctionwith concave glasses
causes a reversal of the shadows.

Presbyopia and Myopia.

1. Age over 40 or 42.

Treatment.

If myopia is considerable, a weaker

concave glass is required for close work

than for distance. If myopia is slight,
vision may be better without any glass,
or possibly with a weak convex glass.

Antimetropia.
1. When one eye is hypermetropic and

the other myopic, it is termed

antimetropia (Noyes).

PRESBYOPIA (Old Sight).
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Adduction.

To determine the adduction, place
the apex of the prism over one

internal rectus muscle (base out).
The strongest prism which does

not produce two images {diplopia)
measures the adduction.

Abduction.

To determine the abduction, place
the apex of the prism over one

external rectus muscle (base in).
The strongest prism which does

not produce two imagesmeasures

the abduction.

Sursumduction.

A prism with apex over sup. rectus

(base down)measures the sursum

duction of that side.

Deorsumduction.

A prism with apex over the inf.

rectus (base up) measures the

deorsumduction of that side.

DIPLOPIA.

Crossed Diplopia.

Eyes turn out, and the visual lines

separate. If the left eye fixes

an object the retinal image of

the right eye is received on the

temporal side of the macula,

and is projected on the left side

of the image seen by the left eye.

Homonomus Diplopia.

Eyes turn in, and the visual lines

cross. If the left eye fixes an

object the retinal image of the

right eye is received on the nasal

side of the macula, and is pro

jected on the right side of the

image seen by the left eye.

NYSTAGMUS.

Involuntary oscillating of the eyes.

Usually horizontal, may be rotary.

Always the result of defective vision.

Treatment.

If possible improve vision by aid of glasses.



84 CONCOMITANT SQUINT (Strabismus).

Convergent Squint.

i. Only one eye fixes; the visual

line or axis is directed to the

object, while the other eye turns

toward the nose.

2. The visual lines cross.

If the squint is recent, and not ex

cessive, each eye may see the

object, apparently in two places
or positions (diplopia). The

right eye projects the object on

the right side, and the left eye

on the left side (homonymous

diplopia). (See page 83.)

Frequently the vision of one eye

is poor, without apparent change
in the retina (amblyopia ex an

opsia), and does not see or ig
nores the image. At times one

eye may "turn," and the re

mainder of the time the other

(alternating squint), or, a por

tion of the time one eye
' '

turns,
"

and in the intervals both eyes

are straight (periodic squint).

Treatment.

Order full correction glasses.

Tenotomy of internal rectus, or

advancement of external rectus, or

both.

Divergent Squint.

1 . Only one eye fixes ; the other eye

turns out and away from the

nose.

2. The visual lines separate.

When there is diplopia, the right

eye projects the object on the

left side and the left eye pro

jects the object on the right side

(crosseddiplopia). (See page 83.)

Treatment.

Orderproper glasses, usuallymyopic.

Tenotomy of external rectus, or ad

vancement of internal rectus or both.

Vertical Squint.

(Strabismus Sursum Vergens) (upward squint),

(Strabismus Deorsum Vergens) (downward squint).
The superior or inferior recti muscles are at fault (weak).

Treatment.

Advancement of the weak, or tenotomy of the strong muscle.



INSUFFICIENCY OF OCULAR MUSCLES (Dynamic Squint). 85

Insufficiency of the Interni.

To determine insufficiency of the

interni, place a prism of ioc

before the right eye with the apex

up. Ask the subject to look at

a light twenty feet distant ; two

lights will be seen. The upper

light will be projected on the left

of a perpendicular line (crossed

diplopia). A second prism over

the left eye, apex out, which will

bring the lights in a vertical line,

measures the insufficiency, or

exophoria.

Insufficiency of the Right Inf.

Rectus, or Left Sup. Rectus

(Right Hyperphoria).

To determine insufficiency of the

right inf. or left sup. rectus, a

prism of sufficient strength to

cause marked diplopia is placed,
base in, before the right eye.

The light on the patient's right
will be projected below the hori

zontal line. A second prism over

the left eye, apex down, which

will bring the lights on the same

horizontal plane, measures the

right hyperphoria.

Hyperexophoria, Right and Left,

As the names imply, are a combi

nation of insufficiencies. The

four preceding tables will explain
these combinations.

Insufficiency of the Externi.

To determine insufficiency of the

externi, place a prism of 10°

before the right eye, the apex

up. Ask the subject to look at

a light twenty feet distant ; two

lights will be seen. The upper

light will be projected on the

right side of a perpendicular
line (hojnonymous diplopia). A

second prism over the left eye,

apex in, which will bring the

lights in a vertical line, measures

the insufficiency, or esophoria.

Insufficiency of Left Inf. Rectus,
or Right Sup. Rectus (Left

Hyperphoria).

To determine insufficiency of the

left inf. or right sup. rectus, a

prism of sufficient strength to

cause marked diplopia is placed,
base in, before the right eye.

The light on the patient's right
will be projected above the hori

zontal line. A second prism over

the left eye, apex up, which will

bring the lights on the same

horizontal plane, measures the

left hyperphoria.

Hyperesophoria, Right and Left,

As the names imply, are a combi

nation of insufficiencies. The

four preceding tables will ex

plain these combinations.

Treatment of Muscular Insufficiencies with Asthenopia.

1. Correct all errors of refraction, especially astigmatism, order tonics.

2. Systematic exercise of the weak muscle.

3. Prisms with the base over the weak muscle.

4. Tenotomy of the strong, or advancement of the weak muscle.



86 PARALYSIS OR PARESIS OF THE OCULAR MUSCLES.

Paralysis or Paresis of the Inter

nal Rectus Muscle.

i. Crossed Diplopia. (See page 83.)

2. Patient is directed to look at a par

ticular object and apparently
sees two (diplopia). The diplo

pia disappears by turning the

head to the left when the right
internus is affected, and to the

right when the left is affected.

3. If told to follow the finger, the eye

affectedwill lag behind when

THE FINGER IS MOVED OVER,

AND ON THE SIDE OF THE AF

FECTED MUSCLE.

All of the muscles supplied by the

third nerve are usually more or

less affected. Not infrequently
the branch which supplies the

ciliary muscle is alone affected,

causing paralysis of accommoda

tion.

Paralysis of all the external mus

cles of the eye is termed Oph

thalmoplegia Externa.

Treatment

Is directed to the

Paralysis or Paresis of the Ex

ternal Rectus Muscle. (Par

alysis of the sixth nerve).

1. Homonymous Diplopia. (See

page 83.)
2. Patient is directed to look at a par

ticular object, and apparently
sees two (diplopia). The diplo

pia disappears by turning the

head toward the affected muscle.

(Muscle is then completely re

laxed).

3. IF TOLD TO FOLLOW THE FINGER

TIP, THE EYE AFFECTED WILL

LAG BEHIND WHEN THE FINGER

IS MOVED OVER AND ON THE

SIDE OF THE AFFECTED MUSCLE

(Paralytic squint).

Paralysis of all the internal mus

cles of the eye is termed Oph

thalmoplegia interna.

:, which is usually intracranial.
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A

Abduction, 83
Abrasion of cornea, 9, 10

Abscess of, brain, 45
cornea, g, 12, 13, 18, 23
"

treatment of, 12

"

lachrymal sac, 78
" "

gland, 78
"

orbit, 74, 78
Absolute glaucoma, 66

Accommodation, failure of, 32, 36, 63,

66, 70

Accommodation, paralysis of, 86

Accommodation, spasm of, 79
Acute glaucoma, 62, 63, 31
" "

treatment of, 62

Adduction, 83
Adhesions of pupil, 26, 32
Albuminuric neuro-retinitis, 46, 42,

45, 47, 48, 4g. 51. 56, 58, 64
Albuminuric neuro-retinitis, treatment

of, 47
Alcohol amblyopia, 60, 67

Alternating squint, 84
Amaurosis, 60

Amblyopia, 60
"

ex abusu, 60
"

ex anopsia, 84
" from alcohol, 60, 67
" "

tobacco, 60, 67
"

monocular, 80
"

treatment of, 60

Ametropia, 7g

Amyloid degeneration of conjunctiva, 7
Anesthesia of cornea, 63, 16

Anchyloblephnron, 77, 74

Angioma of orbit, 74

Anisometropia, S2, 7g

Anterior chamber, deep, 23, 30, 32, 36
' '

foreign bodies in, 73
"

shallow, 32, 41, 53,
55, 59, 62-67, 71

Anterior syriechia, 15

Antimetropia, 82

Aphakia, 36, 80

Apoplexia of retina, 64
Apparent myopia, 7g
Aquo-capsulitis, 30
Arcus senilis, 23

Argyll-Robertson pupil, 53

Arterial pulsation, 72
Asthenopia, 7g, 80, 85
Asthenopia, muscular, 85
Astigmatism, corneal, 81

hyperopic, 81
"

comp., 81

irregular, 81

lenticular, 36
mixed, 81

myopic, 81
"

comp., 81

Atrophy of, choroid, 80, 50, 56
disc, 50-53, 60, 61, 72
retina, 80

B

Blennorrhcea, 2

Blepharitis, 75
ciliaris, 75

marginalis, 75

Blepharospasm, 9, 10, 16
Blind spot enlarged. 68, 48, 54
Blood-vessels in vitreous, 39, 43

Buphthalmus, n
Burns of conjunctiva, 73, 74

lids, 74
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Carcinoma of choroid, 59, 55
Cataract, 34, 35

"

ant. polar, 34
"

cortical, 34
"

nuclear, 34, 39
post, polar, 34

"

pyramidal, 34
"

ripe senile, 44
soft, 35

"

traumatic, 35, 73
Catarrhal, ophthalmia, 2

Cellulitis of orbit, 74
Cerebral, abscess, 45

tumor, 45

Chalazion, 74, 76
Chancre on lid, 74

Chemosis, 2, 14, 25, 27, 30
Choked disc, 44, 52
Cholesterine crystals, 38
Choroid, atrophy of, 50, 56, 80

.
in myopia, 80

"

hemorrhage in, 40
"

rupture of, 40
"

sarcoma of, 59, 55
"

tubercle of, 58, 57
"

vessels of, 5g
Choroidal changes in myopia, 80

Choroiditis, 56, 46, 54, 57
central, 56
"

treatment of, 56
disseminated, 57, 46, 50

treatment

of, 57

exudation in, 50
vitreous opacities in, 56,

54, 57
Chronic glaucoma, 66-68

Ciliary muscle, contraction of, 79
Coloboma of choroid, 33

iris, 33
Color of disc, 72, 6g
Colored rings around artificial lights,
62, 65-68

Concomitant squint, 84
Conical cornea, 11, 23

Conjunctiva, amyloid degeneration, 7
burns of, 73
ecchymosis of, 7

foreign bodies in, 73
sarcoma of, 7

Conjunctivitis, 2, 27, 65
catarrhal, 2

chronic, 3

contagious, 3
croupous, 3

diphtheritic, 3

epidemic, 3
gonorrhceal, 3

granular, 5

phlyctenular, 4, 8, 25
purulent, 2

secondary, 3

traumatic, 3
treatment of, 3, 4, 6

Contraction of pupil, 1, 25, 27, 29,
32, 67

Convergent squint, 84
Cornea, abrasion of, 9, 10

"

treatment of, 9
abscess of, 9, 12, 13, 18, 23
anaesthesia of, 16, 63

"

conical, 11, 23
"

fistula of, 14
"

foreign bodies on, 73, 74
"

hernia of, 14
"

herpes of, 11
"

infiltration of, 9, 17

opacities of, 11, 15, 22, 23
perforation of by ulcer, 14

staphyloma of, 15, 23
"

ulcer, 12, 14, 15, /g
Corneal, astigmatism, 81

staphyloma, 15, 23
Creeping ulcer of cornea, 14, 61, 66,

72

Crystalline lens, discoloration of, 36, 37
foreign body in, 73

"

tilting of, 36
Crystals of cholesterine, 38
Cupping of optic disc, 72, 32, 61, 66
Cyclitis, 31
Cysticerci, 73, 74
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Cysts of orbit, 74

D

Dacryo-adenitis, 78

Dacryo-cystitis, 78

Deorsumduction, 83
Descemitis, 21, 30-32, 71
Detached retina, 43, 42, 55, 5g

"

complete, 44
"

treatment of, 43
Diabetic retinitis, 4g

"

treatment of, 49
Dilatation of pupil, 1, 26, 30, 32, 41,
62, 65, 66

Diphtheritic conjunctivitis, 3

Diplopia, 83, 84, 86
"

crossed, 83, 84, 86
"

homonymous, 83, 84, 86
"

monocular, 81

Disc, atrophy of, 53-50, 60, 61, 72
"

choked, 44, 52
"

color of
, 72, 52, 69, 80

"

excavated, 72, 69
"

hemorrhage on, 44, 52
"

oval, 81, 80
"

physiological cupping of, 61, 72
"

woolly, 52
Diseases of, lids, 74-77

" "

lachrymal apparatus, 78
" "

orbit, 74
Dislocation of crystalline lens, 36, 37
Disseminated choroiditis, 57, 46, 50

Distichiasis, 74, 75
Divergent squint, 84
Double vision, 86, 81, 83, 84

E

Ecchymosis sub-conjunctival, 7
Ectopia lentis, 36
Ectropion, 76, 74

Embolism cent, artery of retina, 51
" " " "

treat

ment of, 51

Emmetropia, 79

Emphysema of orbit, 74
Enchondroma of orbit, 74

Entropion, 76, 6, 74
Epiphora, 76-78
Epithelioma of lids, 74

Episcleritis, 8, 28
treatment of, 8

Errors of refraction, 7g-82
Esophoria, 85
Excavation of disc, 72
Exclusion of pupil, 26

Exophoria, 85
Exostosis of orbit, 74

Exudation, in the choroid, 50
"

retina, 42
"

vitreous, 41
Eyelashes, diseases of, 75

Eyelids, diseases of, 74

Failure of accommodation, 32, 36, 63,
66, 70

Far sight, 7g
Fascicular keratitis, 10
Field of, alcohol or tobacco ambly

opia, 60, 67
" "

glaucoma, 62, 66, 67, 53
" "

optic-nerve atrophy, 53
" "

pigmentary retinitis, 50
" "

retro-bulbar neuritis, 60

Filaria in lids, 73
Fistula of, cornea, 14

lachrymal sac, 78
Flashes of light, 61

Foreign bodies behind the vitreous, 73
Foreign bodies in, ant. chamber, 73

conjunctiva, 73
"

cornea, 73
"

crystalline lens, 73
iris, 73

"

orbit, 73, 74
"

vitreous, 73
Fracture of orbit, 74

Fundus, pigmentation of, 50, 56, 57,

6g, 80
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Glaucoma, disc of, 72

absolute, 66

acute, 62, 63, 31
*' anaesthesia of cornea in, 63

chronic, 66-68, 53

colored rings around lights
in, 66

dilatation of pupil in, 53,

62-64, 66-68
excavation of disc, 66, 72
field of, 62, 65, 66

hemorrhagic, 64
pulsation of arteries in, 72

secondary, 71
shallow ant. chamber, 62,

63, 65
sub-acute, 65
tension in, 62-68

Glioma, 55, 41
"

treatment of, 55
"

pseudo, 41
Gonorrhceal, conjunctivitis, 3

iritis, 30
Granular, conjunctivitis, 5

lids, 5
"

treatment of, 6
"

ophthalmia, 5

Granulations, vascular, 5

Granules, non-vascular, 5
"

sago-grain, 5

Ground-glass appearance of cornea, 17
Gumma of, iris, 33

" " "

treatment of, 33
" "

lids, 74

H

Halo around artificial lights, 66

Hazy vitreous, 38

Hemeralopia, 50
Hemorrhage in retina, 44, 48, 64

"

vitreous, 40

Hemorrhagic glaucoma, 64
treatment of,

64

Hernia, of cornea, 14

Herpes of cornea, 11

Homonymous diplopia, 83, 84, 86

Hordeolum, 76
Hyalitis, 38

Hydrophthalmus, 11

Hyperesophoria, 85

Hyperexophoria, 85

Hypermetropia, 7g, 80
and connective tissue

in disc, 52

latent, 7g
"

manifest, 7g

Hyperphoria, left, 85
right, 85

Hypopyon, 12, 13, 20

treatment of, 13

Indolent ulcer of cornea, 15

Inflammation, sympathetic, 70, 71

Injuries of the eye, 73, g
Insufficiency of, external recti, 85

"

inferior recti, 85
"

internal recti, 85
"

superior recti, 85
"

treatment of, 85

Intra-cranial, abscess, 45
tumor, 45

Interstitial keratitis, 16, 18-22, 24, 31
63

treatment of, 17
Intra-ocular tension, 1, 26, 32, 62,
64-66

Iridectomy, 73, 26, 33, 62

in glaucoma, 62

Irido-choroiditis, 26

Irido-cyclitis, 31, 26, 30
treatment of, 32

Iridodonesis, 36
Iris, coloboma of, 33
"

foreign body in, 73
"

gumma of, 33
"

injuries of, 73
"

tremulous, 36
"

tubercle of, 33
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Iritis, 25, 27-30, 62, 70
"

gonorrhceal, 30
"

gouty, 30
"

gummy, 33
"

plastic, 30
"

rheumatic, 26, 30, 31
"

serous, 30, 31
"

syphilitic, 26, 30, 31
"

tension in, 26-2g
"

treatment of, 26

K

Keratitis, bullosa, n
"

diffuse, 16, 18-22, 24, 31, 63
"

fascicular, 10

"

ground-glass appearance in,
17, 31

"

interstitial, 16, 18-22, 24,

3i, 63
"

neuro-paralytic, 16
"

parenchymatous, 16, 18-22,
24, 31, 63

"

phlyctenular, 10, 11, 16

treatment of,
10

"

punctate, 21

"

treatment of, 21

"

suppurative, 14
"

ulcerative, 14, 12, ig, 76
"

vascular, 7, 24

Kerato-malacia, 16

Keratocele, 14

Kerato-conus, n

Kerato-globus, n

Kerato-iritis, 25

Lachrymal, abscess, 78
"

fistula, 78

gland, inflammation of, 78

sac, abscess of, 78
"

inflammation of, 78

stricture, 78

Lachrymation, 2, g, 10, 16, 24, 26, 70

Lagophthalmus, 77

Latent hypermetropia, 79
Lens, tilted, 36
Lenticular, astigmatism, 36
Leucocythemic retinitis, 49
Leucoma, 22

"

adherens, 22

Lids, diseases of, 74, 5,
Luxation of crystalline lens, 36

M

Madarosis, 75
Manifest hypermetropia, 79
Megalopsia, 61
Membranous opacity in vitreous, 3g,
43

Metamorphopsia, 42, 61
treatment of, 61

Micropsia, 61

Monocular, amblyopia, 80

diplopia, 81

Mucocele, 78
Muscae volitantes, 38
Muscles, 83

"

insufficiencies of, 85

Mydriasis, 1, 26

Mydriatics, 1

Myopia, 7g, 80
"

apparent, 79

Myopic crescent, 72
Myosis, 1, 25

Myotics, 1

N

Near sight, 79
Nebula, 22
Nervous wink, 77

Neuritis, albuminuric, 46
"

descendens, 44

optic, 52, 44,
"

retro-bulbar, 60

Neuro-paralytic keratitis, 16

Neuro-retinitis, 44, 46
albuminuric, 44
with cerebra - spinal
meningitis, 44
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Neuro-retinitis, with continued fevers,

44

diabetic, 49
"

from lead poisoning,
44

. .

"

syphilitic, 44
Nictitation, 77

Night blindness, 50
Nuclear cataract, 34, 39

Nystagmus, 83
treatment of, 83

0

Occlusion of pupil, 26
Ocular muscles, 83-86
Old sight, 82

Onyx, 12

Opacities in, vitreous, 38-40, 43, 71
"

treatment of, 38
"

of cornea, 22, 11, 15, 23
" "

treatment of, 22

Opaque nerve fibres, 48, 54, 69

Ophthalmia, catarrhal, 2

diphtheritic or croupous, 3
"

epidemic, 2

gonorrhceal, 3

granular, 5

neonatorum, 3
"

purulent, 2

"

sympathetic, 70
Ophthalmoplegia, externa, 86

"

interna, 86

Optic disc, excavation of, 72, 66, f 9,
" "

ophthalmoscopic appear
ances of, 72

"

nerve, atrophy, 53-50, 60, 6 r, 72
" " "

treatment of, 53
" "

connective tissue on, 52
"

neuritis, 52, 44
Orbicularis muscle, paralysis of, 77

" "

spasm of, 9, 10, 77
Orbit, diseases of, 74

P

Pannus, 5, 24

Panophthalmitis, 73

Papillitis, 52, 44
"

monocular, 45

Papillomata of lids, 74
Paralysis of, accommodation, 86

ciliary muscle, 86
orbicularis muscle, 77

"

seventh nerve, 77

sixth nerve, 86

third nerve, 86

Paralytic squint, 86
Paresis of ocular muscles, 86

Phlyctenular, conjunctivitis, 4, 8, 25
"

keratitis, 10, 11, 16
"

treatment of, 10
"

ulcer, 8, 10, 11

Phlyctenule, 4, 8, 25
Phosphenes, 61

Photophobia, 2, 4, 5, 9, 10, 14, 16, 24,
25, 30, 31, 62, 70

Photopsia, 61
treatment of, 61

Phthisis bulbi, 73, 71

Physiological excavation of optic disc,
66, 72, 61

Pigmentation of fundus, 50, 56, 57, 80

Pigmented retinitis, 50
"

treatment of, 50

Pinguecula, 4
Polyopia, 81

Posterior, staphyloma, 68, 6q, 72, 80
"

synechia?, 26, 32, 71

Presbyopia, 82

Pseudo-glioma, 41
"

treatment of, 41
Pterygium-, 7

Ptosis, 77, 74
Pulsation of arteries in glaucoma, 72
Punctate keratitis, 21

treatment of, 21

Punctum, displaced, 76, 77
Pupil, adhesions of, 26, 32, 71
"

Argyll-Robertson, 53
"

contraction of, 1, 25, 27-30, 32,
37, 62, 67, 70, 71

"

dilatation of, 1, 30, 32, 41, 53,

55, 5g, 62-67
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Pupil, exclusion of, 26
"

greenish hue, in glaucoma, 62
"

in injuries, 1

"

in insanity, 1

"

in melancholia, 1

"

occlusion of, 26
"

reflex irritation of, 1

Pus in the vitreous, 41, 73

R

Refraction, errors of, 7g-82

Retina, atrophy of, 80
"

detachment of, 43, 42, 55, 5g
" "

complete, 44
' '

embolism in central artery of , 5 1

"

hemorrhage in, 64

Retinitis, albuminuric, 4°-49, 51, 56,

58, 64
"

apoplectic, 64
diabetic, 4g

"

exudation in, 42
"

leucocythemic, 4g
"

pigmented, 50
syphilitic, 4g

Retinoscopy, 82
Retro-bulbar neuritis, 60

Rupture of the choroid, 40
" " "

treatment of,

40

S

Sago-grain granules, 5

Salmon patch, 17, 24

Sarcoma of choroid, 5g, 55
" "

treatment of, 59
"

conjunctiva, 7

Scleritis, 8
"

treatment of, 8

Scotoma, 42, 43, 60, 67

Secondary glaucoma, 71

Serous iritis, 30, 31
" "

treatment of, 30

Serpiginous ulcer of cornea, 14

Shadow test, 82

Sloughing ulcer of cornea, 14

Spasm of, accommodation, 79
"

ciliary muscle, 79
"

orbicularis muscle, 77

Specks floating before the eyes, 38

Squint, alternating, 84
"

concomitant, 84
"

convergent, 84
"

divergent, 84
"

dynamic, 85
"

paralytic, 86
"

periodic, 84
"

treatment of, 84
"

vertical, 84

Staphyloma, of cornea, 15, 23
"

posterior, 68, 69, 72, 80
Strabismus {vide Squint), 84-86

deorsum vergens, 84
sursum vergens, 84

Stricture of nasal duct, 78

Stye, 76
Subacute glaucoma, 65

Suppuration of the, globe, 71, 73
" "

vitreous, 41, 73

Sursumduction, 83

Symblepharon, 77
Sympathetic, inflammation, 70, 71

"

treatment of, 71
"

irritation, 70

Synchisis, 38, 71
"

scintillans, 38

Synechia?, anterior, 15
"

posterior, 26-29, 32, 71

Syphilitic retinitis, 4g

T

Tension +, 26-30, 32, 41, 53, 55, 5g,
62-67, 71

Tension —

, 32, 41, 44, 55, 71

Tension in, cyclitis, 31
"

glaucoma, 62-68, 71, 53,
"

iritis, 26
"

pseudo-glioma, 41
"

sympathetic inflamma

tion, 71

Tiger-skin fundus, 80

Tobacco amblyopia, 60, 67
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Trachoma, 5

Traumatic cataract, 73, 35

Tremulous iris, 36

Trichiasis, 75
Tubercle of, choroid, 58, 57

" "

treatment of, 58
"

iris, 33
" "

treatment of, 33

Tumors, malignant, 74
"

non-malignant, 74
"

of brain, 44

U

Ulcer of cornea, 14, 12, 19
" "

creeping, 14
" "

indolent or chronic, 1 5
" "

perforating, 14
" "

phlyctenular, 8, 10, 1 1

" "

serpiginous, 14
" "

sloughing, 14
" "

treatment of, 15

V

Vascular keratitis, 7, 24

Vascular keratitis, treatment of, 24

Vessels of choroid, 59
Visual field in, alcohol amblyopia, 60
" "

glaucoma, 62, 65, 67
" "

optic atrophy, 53
" "

pigmented retinitis, 50
" "

posterior staphyloma,68
" "

tobacco amblyopia, 60

Vitreous, exudation in, 38, 41

fluid, 38, 36
"

foreign body in, 73
"

hazy, 38
"

hemorrhage in, 40
"

opacities in, 38-40, 43, 71
"

suppuration in, 41

W

Watery eye, 78

Winking, nervous, 77

Woolly disc, 52

Xanthelasma, 77

Xerosis, 7
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